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An Abstract of the Proceedings 


OF THE 
Association of 
Life Insurance Medical Directors 


of America 


FORTY-NINTH ANNUAL MEETING 


The Forty-ninth Annual Meeting of the Association of Life 
Insurance Medical Directors of America was held at the Hotel 
Pennsylvania, New York City, on October 20 and 21, 1938. 

The following members, delegates and guests were present at 
some time during the sessions: Doctors J. W. Abbott, W. J. Alli- 
son, H. H. Amiral, K. W. Anderson, T. D. Archibald, T. M. 
Armstrong, W. B. Aten, J. A. Avrack, H. A. Baker, H. A. Bancel, 
G. H. Barber, N. J. Barker, W. B. Bartlett, J. T. J. Battle, E. W. 
Beckwith, M. B. Bender, F. M. Beresford, J. R. Biggs, C. C. 
Birchard, H. E. Bogart, J. E. Boland, William Bolt, E. C. Bonnett, 
J. T. Bowman, W. M. Bradshaw, F. G. Brathwaite, A. W. Bromer, 
J. L. Brooks, C. T. Brown, F. R. Brown, H. B. Brown, Leslie 
Brown, B. C. Bullen, B. F. Byrd, E. J. Campbell, J. H. Campbell, 
F. H. Carber, P. E. Carlisle, V. S. Caviness, J. P. Chapman, C. L. 
Christiernin, C. P. Clark, E. A. Colton, B. R. Comeau, J. R. Con- 
over, H. W. Cook, P. M. Cort, L. H. Costigan, D. B. Cragin, 
H. W. Crawford, J. H. Crawford, G. W. Croft, H. C. Cruikshank, 
R. M. Daley, W. L. Davis, A. H. Davison, C. E. de la Chapelle, 
H. D. Delamere, P. G. Denker, R. J. Dewees, E. G. Dewis, T. H. 
Dickson, E. S. Dillon, H. W. Dingman, L. I. Dublin, J. H. Dunkley, 
J. T. Eads, O. M. Eakins, J. A. Evans, W. G. Exton, G. E. Fahr, 
J. G. Falconer, R. K. Farnham, R. H. Feldt, H. H. Fellows, W. E. 
Ferguson, R. M. Filson, C. E. Forkner, R. A. Fraser, E. M. 
Freeland, H. M. Frost, F. I. Ganot, Kenneth Gardner, W. M. 
Genthner, E. E. Getman, J. M. Gilchrist, R. A. Goodell, H. W. 
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Goos, A. S. Graham, Jr., R. J. Graves, George Greenway, C. M. 
Grigsby, F. L. Grosvenor, J. R. Gudger, Llewellyn Hall, Frank 
Harnden, L. E. Hathaway, W. C. Hausheer, J. K. P. Hawks, 
W. D. Heaton, O. F. Hedley, J. C. Hierholzer, W. G. Hiltner, 
D. W. Hoare, C. O. Hollinger, C. E. Homan, J. C. Horan, J. H. 
Humphries, S. W. Hurdle, J. R. B. Hutchinson, W. G. Hyde, 
C. E. Tliff, A. S. Irving, J. G. Irving, C. B. Irwin, W. A. Jaquith, 
A. O. Jimenis, A. E. Johann, H. J. Johnson, E. P. Joslin, G. E. 
Kanouse, H. B. Kennedy, E. F. Kerby, D. G. Kilgore, H. B. 
Kirkland, R. J. Kissock, W. P. Lamb, I. C. Lawler, J. M. Living- 
ston, G. C. Lockard, Marsh McCall, C. B. McCulloch, A. J. 
McGanity, H. R. McGee, L. F. MacKenzie, George McLean, 
H. E. McMahon, T. M. McMillan, F. W. McSorley, E. S. Mc- 
Sweeny, H. L. Mann, R. W. Mann, W. L. Mann, S. W. Means, 
R. C. Montgomery, J. J. Moorhead, William Muhlberg, R. L. 
Murdoch, A. E. Murphy, J. R. Neal, Otto Neustatter, C. F. Nichols, 
J. B. Nichols, E. C. Noble, Eduard Novak, Herbert Old, M. I. 
Olsen, A. E. Parks, C. A. Peters, C. B. Piper, J. E. Pollard, R. W. 
Pratt, W. O. Purdy, J. H. Ready, W. P. Reed, P. V. Reinartz, 
F. P. Righter, G. P. Robb, D. C. Roberts, A. J. Robinson, C. A. 
Robison, F. W. Rolph, R. L. Rowley, S. C. Rumford, E. F. 
Russell, C. E. Schilling, S. B. Scholz, B. T. D. Schwarz, Albert 
Seaton, J. T. Sheridan, A. L. Sherrill, D. M. Shewbrooks, J. J. 
Short, R. R. Simmons, J. L. Siner, D. W. Skeel, J. M. Smith, 
M. K. Smith, W. A. Smith, Morton Snow, H. F. Starr, J. B. Steele, 
D. F. Steuart, I. R. Stidger, A. C. Stokes, A. R. Stone, S. J. 
Streight, E. V. Sweet, L. G. Sykes, B. C. Syverson, W. E. Thorn- 
ton, Joseph Travenick, Jr., Wallace Troup, H. B. Turner, H. E. 
Ungerleider, Alfred Upshur, Euen Van Kleeck, R. C. Voss, R. V. 
Ward, W. R. Ward, R. L. Weaver, G. R. Welch, D. E. W. Wen- 
strand, J. F. Whinery, C. F. S. Whitney, E. S. Williams, C. H. 
Willits, M. C. Wilson, J. S. Wisely, G. E. Woodford, L. S. 
Yivisaker, E. T. Yorke, A. W. Young, Messrs. L. F. Baker, R. E. 
Fletcher, Arthur Hunter, J. Charles King, C. E. Kingsley, H. H. 
Marks, R. K. Metcalfe, R. D. Murphy, E. E. Rhodes, Pearce 
Shepherd, P. V. Wells. 


Total attendance at all sessions, 234. 
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President Scholz in the Chair. 


Dr. Scuotz—I am delighted that you are here and I do hope 
you enjoy every minute of our sessions and that you will go home 
feeling that you will never miss a Medical Directors Association 
Meeting. 

The younger members of our Association and the delegates from 
the Medical Section of the American Life Convention perhaps 
do not have a wide acquaintance of the members of this Associa- 
tion, and I particularly will appreciate your introducing them so 
that they will form a large group of new acquaintances. 

The progress of this Association is determined by the contribu- 
tions of individuals, and our Group has shown marked initiative 
in adapting itself, as time passes, to the new conditions which 
develop. 

I hope for each and every one of you much pleasure during our 
meetings, and, for you who come from out of town, a pleasant 
journey home. 


* * * *K *K * 


PRESIDENT’S ADDRESS 


As I told you last October, it was for me a momentous occasion 
when you elected me President of this Association. No greater 
distinction could come to one in life insurance medicine, and the 
honor will remain one of my happiest memories. 

From my experience, the President of this Association has, 
excepting for arrangement of the program, no really arduous duties. 
Credit for most of the accomplishments of the Association should 
go to the Secretary and to the Chairmen and members of the various 
Committees. We are deeply indebted to the Secretary, E. G. Dewis, 
M. D., for the many days he spends in performing the duties inci- 
dent to the Secretaryship and furthering so efficaciously the in- 
terests of this Association. 

All of our Committees do much for the advancement of life 
insurance medicine and, in many instances, have made important 
contributions to clinical medicine as well. That most important 
Committee of which R. M. Daley, M. D., is Chairman and William 
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Bolt, M. D., Secretary, has been responsible for increased efficiency 
of operation. The economies which have resulted from the tire- 
less work of this Committee are very considerable and, I am afraid, 
not properly appreciated. 

The Committee on Electrocardiographic and X-ray Procedures, 
of which H. H. Fellows, M. D., is Chairman, has accomplished a 
most valuable work, particularly in the standardization of electro- 
cardiographic and X-ray procedures, making available a mass of 
homogeneous material which will make a distinct contribution to 
life insurance medicine and undoubtedly determine certain con- 
troversial questions. 

I shall not dwell upon the work of the other Committees, because 
I think you are very cognizant of their activities, with exception 
of the Committee on Death Certificates and the newly appointed 
Blood Pressure Committee. 

Appointment of the Committee on Death Certificates was neces- 
sary because of an emergency, and the Committee had a most 
trying situation to meet. R. M. Daley, M. D., the Chairman, has 
made a resume of its activities, and you have received galley proofs 
of the report as it will appear in the Transactions. Through the 
work of the Committee as a whole, which held numerous meetings, 
as well as much effort on the part of the individual members, the 
New York City Department of Health learned of and recognized 
the problems of the life insurance companies as related to the 
question and, as a result, the Certificate of Death Form will not, 
for the present, be modified. The Committee will remain with its 
present personnel, and, should occasion necessitate, will promptly 
continue the functions for which it was appointed. 

So far as I can determine, Henry Wireman Cook, M. D., while 
he was at Johns Hopkins, made the initial intensive blood pressure 
studies. The first blood pressure article presented to this Associa- 
tion was by John W. Fisher, M. D., of the Northwestern Mutual, 
in 1906. Commencing August, 1907, his Company required 
examiners in metropolitan districts to report systolic blood pres- 
sures in the age groups from forty to sixty; diastolics were not 
required. In 1911, Doctor Fisher gave to life insurance medicine 
the first mortality studies of applicants having abnormal blood 
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pressures. In 1915, Lewis F. MacKenzie, M. D., of the Prudential, 
presented a thesis to the Medical Directors Association emphasizing 
the value of the diastolic blood pressure and discussing the point 
at which it should be taken. 

The Medical Directors Association and the American Life Con- 
vention, Medical Section, have had numerous discussions of blood 
pressures, and these discussions have included mortality studies. 
For years, the Medical Directors Association has had Commit- 
tees for blood pressure study, and from time to time since 1915 
the question as to the point of reading the diastolic has been dis- 
cussed. Regardless of all the articles, some of which concern the 
methods of taking blood pressures and the sound changes that 
should determine the readings, there does not obtain today a uni- 
form or standard method of observing blood pressures. Last spring, 
Harry E. Ungerleider, M. D., of the Equitable, at the Annual 
Meeting of the American Heart Association, reported corre- 
spondence with forty leading medical colleges to determine whether 
they taught a standard procedure of how to observe and record 
blood pressures. Replies were received from twenty-four of these 
medical schools. Sixty-seven per cent. have adopted a standard 
method ; thirty-three per cent. have no definite guide or require- 
ments in connection with blood pressure observation. Doctor 
Ungerleider also received replies from eighty-two life insurance 
medical directors with whom he corresponded on the same sub- 
ject. Thirty-seven of these advised they do employ a standard 
method; and, surprisingly, forty-five (or fifty-five per cent. of 
the companies who answered the inquiry) stated their examiners 
follow various procedures in observing blood pressures. Of the 
eighty-two companies, forty-nine require as the systolic the first 
sound heard on cuff deflation; six medical departments instruct 
their examiners to report the last sound heard when the cuff is 
being inflated ; twenty-five companies have no knowledge of how 
their examiners are taking systolics or at what point they are re- 
ported. As to the diastolic, forty-eight of the eighty-two medical 
departments desire their examiners to report the diastolic at the 
disappearance of all sound; medical officers of six companies ask 
for the fourth phase of the diastolic; sixteen medical departments 








6 Forty-ninth Annual Meeting 


require both the fourth and fifth phases to be reported ; and twelve 
companies have no instructions to examiners as to the phase at 
which to report the diastolic. 

We know that many of our examiners do not pursue a good or 
a proper procedure in taking blood pressures. For instance, many 
of them carry out rapid deflation of the cuff. This rapid deflation 
produces profound changes of pressure in the vessels, previously 
compressed,—both lateral systolic and lateral diastolic pressures 
being reduced, probably by absorption of pressure energy through 
induction of rapid velocity head into the empty vessels below. As 
a result, all measurements are too low by ten millimeters or more. 
Deflation at the rate of two or three millimeters per second is the 
only exact method of obtaining accurate readings. Furthermore, 
there is no doubt that the cessation of all sound in blood pressure 
measurements has no relation whatever to the diastolic pressure 
and is not capable of indicating the direction of change. The fourth 
phase is relatively accurate in many cases, but may give too low 
readings in diastolic pressures if decompression is rapid. As a 
result, we consider an applicant with a diastolic of ninety as a 
standard risk, when, really, the true diastolic is ninety-eight or 
more. Circulatory system deaths constitute a much greater per- 
centage of policyholders’ deaths than any other cause and, in some 
companies, equal forty to fifty per cent. of all death claims. Ab- 
normal blood pressures or blood pressures higher than the average 
are often the only findings indicating the probability of less than 
expected longevity. Consequently, to protect our companies’ mor- 
tality, much attention and great care should be directed to blood 
pressures. 

I do not wish to take exception to, attack, defend, or criticize 
the attitude of individuals concerning their technique of taking 
blood pressures or their conception or interpretation of them. I do, 
however, strongly feel that from a mortality standpoint we should 
consider blood pressures with trepidation and should blend our 
perspectives of this problem, so that uniform procedures will obtain. 

Last month, after having had discussions with various members 
of the Association, I appointed a Blood Pressure Committee and 
requested that Committee to make a comprehensive study of the 
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subject and in due course recommend to the Association a stan- 
dardized technique of blood pressure observation. It is my hope 
that, after the Association decides as to an accepted blood pres- 
sure technique, a large number of companies will so instruct their 
examiners and in a few years we shall have a sufficiently large 
group of borderline or abnormal blood pressures, observed under 
as uniform a method as possible, to permit of a mortality study 
which may be a truer guide in the selection of this group of cases 
than that which obtains at present. 

Broadly speaking, clinicians and cardiologists are not cognizant 
that five or fifteen points in blood pressure above their accepted 
standards of average are of mortality significance. Possibly, 
through the work of the Blood Pressure Committee, these im- 
pressions, general in clinical circles, may be corrected. 

It is apropos to make some reference concerning the electro- 
cardiograph. Most excellent papers have been given our Organiza- 
tion on the subject. There are in the United States at the present 
time approximately five thousand electrocardiographs, and electro- 
cardiography is being used much more frequently in clinical medi- 
cine than it is in life insurance medicine. The question of when 
to require an electrocardiogram is one which lies within the province 
of the medical directors of the various companies. Certainly, 
selection may be broadened and mortality savings will result from 
a well-balanced use of electrocardiography. Through the research 
of the Electrocardiographic Committee and of companies who are 
compiling similar data on their electrocardiographed cases, we shall 
hope to have in the near future a better conception of the value of 
the electrocardiograph in life insurance and to see its use progres- 
sively extended. 


* * * * * * 


Dr. ScHotz—During our meetings we shall have opportunities 
to greet those old friends who are sent to us as delegates of the 
Medical Section, American Life Convention. As President of 
the Association of Life Insurance Medical Directors I give you 
our hearty welcome. It is the desire of our membership to make 
this convention a valuable and pleasurable one for you. 
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Dr. A. E. Johann, after his war service, was made an Assistant 
Medical Director of the Travelers Insurance Company and served 
that Company until 1922, when he became a Medical Officer of 
the Bankers Life. Dr. Johann is Chairman of the Medical Section, 
American Life Convention, and since it has been the delightful 
custom for the Chairman of that organization to address us at our 
annual meeting I shall at this time call upon Dr. Johann. 


Dr. JoHANN—Mr. Chairman and Members of the Association 
and Guests—Our printed program reminds us that this Associa- 
tion is now forty-nine years old. By comparison, the Medical 
Section of the American Life Convention is just a youngster, 
scarcely past adolescence, because it was in 1910, in the City of 
Des Moines, that the parent organization, the American Life 
Convention proper, ratified the Constitution and By-laws that 
served as the beginning of the Medical Section of that organiza- 
tion. 

The following year, in 1911, the first annual meeting of the 
Medical Section and the first annual program of this Section 
were held in Pittsburgh, at which time thirty-three medical direc- 
tors of member companies were in attendance. There were, how- 
ever, a number of others at that meeting. 

From that small beginning, the Association has grown until at 
present there are 145 companies, seven of which are in Canada, 
the remainder in the United States. 

Youth is often a problem to those of more mature years but in 
those fortunate instances where there seems to be perfect accord 
and understanding, we find generally that the older generation 
has been busy setting a good example, and that there is usually 
complete tolerance, good will and understanding between the 
two. We hope that our youthful organization has not been a 
problem to this organization of more mature years, because we 
are very proud in our Association of the accomplishments of this 
one, of the contributions that this Association has made to the 
institution of life insurance, and of the ideals that it has held up 
before the medical profession generally. 














Address by Dr. Johann 9 


It is true, there has been a certain individuality that has been 
peculiar to each of these associations, an individuality that I hope 
will never be lost. Those of you who have attended the meetings 
of the Medical Section of the American Life Convention know 
that it is our policy to hold our scientific sessions in the morning 
and reserve the afternoons and evenings for recreation and for 
those extremely valuable informal exchanges of opinions and 
ideas that sometimes prove to be the most worthwhile features 
of a convention of this sort. 

Plans have been made to hold our next annual meeting at the 
Homestead in Hot Springs, Virginia, on Tuesday, Wednesday and 
Thursday of the last week in June. With such a delightful loca- 
tion and with Dr. A. J. Robinson in charge of the program, I feel 
we have assurance that this will be a meeting well worth while. 

The Medical Section of the American Life Convention brings 
this Association greetings, our sincerest and best wishes, and a 
most cordial invitation for each of you to be with us next June 
when we meet at the Homestead. 


Dr. ScHotz—Thank you Dr. Johann! I know a great number 
of us will accept your kind invitation and be present with you when 
you conduct the meetings of the American Life Convention Medical 
Section. 

Professor Loeper, Chairman of the International Life Assurance 
Medicine Congress, has requested that I extend to the member- 
ship of this Association his cordial invitation to attend the Paris 
meeting of the Congress which will occur May 18th, to 21st, 1939. 


* * * * *K * 


Dr. ScHotz—Last winter, a condition developed which required 
concerted and prompt attention. Therefore, a new committee was 
appointed with Dr. Robert M. Daley as Chairman. Dr. Daley 
will you kindly at this time make any remarks or any report you 
wish concerning the activities of that committee? 
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REPORT OF THE COMMITTEE ON 
DEATH CERTIFICATES 


In the early part of this year, the attention of the Chairman of 
this Committee was directed by Dr. William M. Bradshaw to an 
article appearing in the Quarterly Bulletin, Department of Health, 
City of New York, reading as follows: 


“New (CONFIDENTIAL) Forms oF DEATH CERTIFICATES 


At a recent meeting of the Board of Health steps were 
taken to try out a new form of death certificate. It has 
long been realized that for certain causes of death the 
information given on the death certificate by the physician 
attending the deceased is often incomplete and inaccurate. 
This is particularly true of syphilis, alcoholism, drug 
addiction and to some extent also of cancer, tuberculosis 
and some other causes of death. In the case of death in a 
family under the care of a private physician, the practi- 
tioner is hesitant about mentioning some of these causes of 
death on a certificate, a transcript of which must often be 
furnished in connection with the collection of insurance 
or the settlement of estates. 

For many years the situation has been the subject of 
study, both in this country and abroad, and some of the 
European countries, for example Switzerland, have put 
into operation practicable procedures providing for con- 
fidential reports concerning the cause of death. During 
the past three years the matter has been carefully studied 
by Dr. Matthais Nicoll, Commissioner of Health of West- 
chester County, who found through confidential interviews 
with physicians who had reported deaths, that the number 
of deaths from syphilis and from alcoholism was markedly 
higher than the numbers originally reported on the certi- 
ficates. There were changes also in the designated causes 
of death on other certificates. 

The plan now to be inaugurated for the purpose of 
providing confidential reporting of the cause of death has 
been worked out by Mr. Thomas J. Duffield, Registrar of 
Records in conference with the Committee on Public 
Health Relations of the New York Academy of Medicine, | 
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and the Coordinating Committee of the Five County 
Medical Societies, and has the approval of these important 
bodies. 

The proposed procedure involves some change in the 
form of the death certificate now in use, and the addition 
of one new form—the Physician’s Confidential Medical 
Report—together with an envelope in which the con- 
fidential report is to be sealed by the attending physician 
for transmittal to the Department of Health via the funeral 
director. 

The modified certificate of death, which gives the name, 
age, sex, nativity, address and other identifying data of 
the deceased provides only for a general statement as to 
the cause of death, for example ‘natural cause’, etc. Be- 
cause of this, the confidential medical report must be 
submitted to the Department of Health at the same time 
this certificate of death is filed, inasmuch as full informa- 
tion regarding the cause of death must be known to the 
Burial Permit Clerk before a disposal permit may be 
issued. 

In no case will the diagnosis recorded in the confidential 
report be divulged. A new section of the Sanitary Code 
makes due provision for this. Moreover, any transcripts 
of death certificates, for example, such as are required in 
order to settle estates or to collect insurance, will be copies 
only of the modified certificate of death already referred 
to. Under no circumstances will they include the informa- 
tion given in the confidential medical report. 

If death was caused by, or associated with accident, 
homicide, suicide, criminal abortion, acute or chronic 
poisoning, or any suspicion of these conditions, or if death 
occurred suddenly while apparently in good health, or 
when unattended by a physician, the case must at once 
be referred to the Chief Medical Examiner. In all such 
cases the attending physician has no right to make out and 
file a death certificate. That is the prerogative and duty 
of the Medical Examiner. 

The Department of Health invites the wholehearted 
cooperation of physicians in this attempt to improve the 
quality of mortality statistics in the city. Accurate data 
concerning the causes of death would not only provide the 
Department with the information required for a more 
efficient program for improving the health of the Com- 
munity, but they would provide the medical profession 
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with information which no single individual or group of 
individuals could otherwise obtain. 

During the experimental period the use of the new 
forms of death certificates will be limited to the boroughs 
of Manhattan and the Bronx. The continued use of the old 
form of certificates in Brooklyn, Queens, and Richmond 
will serve as a control to measure the value of the new 
procedure.” 


The Chairman immediately wrote to Dr. Haven Emerson, who 
is sponsoring the confidential form, pointing out the harm it 
would do, and the Board of Health granted a preliminary hearing 
March 7th. Dr. Scholz was out of the country, and in his absence 
Drs. Fraser, Christiernin, Bradshaw, Ungerleider, and the Chair- 
man, met March 4 to formulate the objections to be presented. 

Dr. George D. Palmer, Deputy Commissioner, presided at the 
Board of Health meeting held March 7, in the absence of Dr. 
John L. Rice on vacation; and Drs. Duffield and Emerson were 
present. Drs. Fraser, Christiernin, Bradshaw, Ungerleider, 
Kanouse, Pollard, and the Chairman of this committee represented 
the insurance companies. After a heated discussion, the introduc- 
tion of the proposed form was held in abeyance until the return 
of Dr. Rice. 

Dr. S. B. Scholz, President of the Association of Life Insurance 
Medical Directors, on his return immediately appointed the follow- 
ing Committee to represent the insurance companies: Dr. Robert 
M. Daley, Chairman; Dr. William M. Bradshaw; Dr. Chester T. 
Brown; Dr. Charles L. Christiernin; Dr. Robert A. Fraser and 
Dr. Harry E. Ungerleider. 

Subsequent meetings were held by the Committee, with other 
interested officials of insurance companies, for the purpose of 
formulating objections to the proposed form and discussing the 
best methods of preventing its introduction. 


March 21, the Committee was present at a meeting held by the 
Executive Council of the New York County Academy of Medicine 
to reconsider its approval of the form, which it had given under 
a misapprehension there were no objections to it. Members of the 
Committee, together with other insurance officials present, stated 











Committee on Death Certificates 13 


their objections to the form; and, at the Council’s request, the 
following letter was sent to the Public Health Relations Committee, 
Academy of Medicine, E. H. L. Corwin, Secretary: 


“The Association of Life Insurance Medical Directors, 
representing ninety-eight life insurance companies, re- 
spectfully request your careful reconsideration of the 
proposed change in the method of death certification as 
outlined in the Quarterly Bulletin of the Department of 
Health, February, 1938. 

CAUSES OF DEATH are of vital importance to in- 
surance companies for the following chief reasons: 


1. IN MORTALITY STUDIES 


(a) Selection. A favorable experience enables com- 
panies to extend the benefit of insurance to indi- 
viduals previously considered uninsurable or vice 
versa. 


(b) To identify occupational hazards. 
(c) To establish premium rates. 


(d) To recognize changes in disease states, such as 
the decrease in the incidence of chronic endo- 
carditis and the increase of coronary artery disease 
during the past twenty years. 





2. To establish the validity of double indemnity (acci- 
dent) and disability claims. 


3. To-detect fraud—especially in first and second year 
claims and in double indemnity (accident) claims. 
All companies have a few accident claims in which 
pre-existing disease is an important factor or even the 

direct cause of the accident. Such claims can only be 

equitably settled by knowing the exact primary and 
secondary causes of death with all contributory factors. 


INCOMPLETE CAUSES OF DEATH 


It is the custom for Medical Directors in many com- 
panies to correspond with physicians when a certificate is 
presented giving as a cause of death a symptom, a vague 
statement, or a cause which is at variance with the insured 
record of the case. Eighty per cent. of these letters are 
acknowledged, usually with intelligent and useful addi- 
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tional information. Occasionally a case history is for- 
warded with a request to review the case and advise our 
opinion of the anatomical or pathological lesion suggested 
by the history given. 

We feel that by this method insurance companies have 
been and are continuing to be a distinct aid in improving 
the accuracy of reporting causes of death. 

The companies will gladly furnish the Department of 
Health, at its request, all additional information of value 
which they secure and which in any way adds to the accu- 
racy of certification. 

Finally, life insurance Actuaries and Medical Directors 
are constantly investigating mortality experiences and 
rates by statistical methods based on the CAUSES OF 
DEATH. The results of these investigations are periodi- 
cally published in the Transactions of the Actuarial Society 
and the Transactions of the Medical Directors Associa- 
tion. They are frequently referred to and quoted by 
physicians. We believe these studies are the most compre- 
hensive and exact data available. No individual physician, 
clinic or hospital can possibly obtain the numbers of lives 
to study that are included in the combined material used 
by insurance companies. In New York State alone at the 
end of 1936 there were in force 26,800,000 life policies, 
exclusive of industrial insurance, written by fifty-six com- 
panies. 

For the above stated reasons for the Department of 
Health to withhold the exact causes of death, even for a 
comparatively short experimental period, would work 
untold harm in a well-established business carefully super- 
vised by a competent and cooperative State Insurance 
Department.” 


The Public Health Relations Committee resolved that the 
matter be studied further, and that the introduction of the pro- 
posed form be confined to one borough only. It has not as yet 
been put into effect there. 

Dr. Scholz drew up the following letter, which was to be sent 
to the Health Commissioner should he decide to introduce the 
blank, but as no such action has been taken, the letter has not been 
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sent. Since it contains the major objections, it is being inserted 
in this report for your information: 


“Dr. John L. Rice, Commissioner of Health, 
New York City. 

It was with deepest concern that the insurance com- 
panies learned of the proposed new confidential forms of 
death certificates, through the Quarterly Bulletin of the 
Department of Health, New York City, as published 
February, 1938. Had the insurance companies had an 
opportunity to be heard, they would have vigorously pro- 
tested any such proposal, as we do now. We are vitally 
interested in improving certification and assure you that 
The Association of Life Insurance Medical Directors 
will cooperate in every way it can to raise the standard of 
accuracy. The suggested plan is harmful to our interests. 
Further, we doubt that it will accomplish the end desired. 
A plan that is based on concealment and subterfuge is not 
salutary. 

We appreciate that much time and thought have been 
expended by you and your associates in your endeavor 
to improve the accuracy of the records of the causes of 
death as they are reported to your Department. In inviting 
the wholehearted cooperation of physicians in this attempt 
to improve the quality of mortality statistics in your city, 
it may have been overlooked that the interest in this plan 
and the concern in regard to its effects extend far beyond 
the territorial limits of New York City, and that it is 
almost certain to be a detriment and a distinct loss when 
the cause of death cannot be learned by agencies that carry 
on vast statistical studies, nation-wide in scope, and that 
are of inestimable value to the social and economic welfare 
of our people as a whole. 

You are no doubt familiar with some of the statistical 
studies made by life insurance companies, both indi- 
vidually and collectively, and more especially in recent 
years, and you can well appreciate why it is that such 
statistical information with regard to certain diseases, for 
instance, cancer, tuberculosis and heart disease, has been 
eagerly sought by the medical profession, individually and 
in groups, and by public health workers and associations. 
When we in life insurance medicine are confronted with 
the proposal for use of this new, modified form of death 
certificate, which does not record the cause of death, it is 
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nothing short of a stunning blow to us, for we realize the 
effect it will have on the value of statistical studies through 
which the life insurance companies of this country have 
contributed so much to science, and to medicine in particu- 
lar. It seems unfortunate that some means cannot be 
suggested for attaining your objective that will not entail 
the loss that is inevitably inherent in this plan. 

Unfortunately, every insurance company has a certain 
number of death claims conceived in fraud. While these 
are comparatively few in proportion to the large number 
of policyholders, it is nevertheless the duty of the company 
to protect its members against such loss. The recent dis- 
closure of dishonest disability claims in your city, due to 
simulated heart disease, is an example. The official cer- 
tificate of death is helpful in determining the true cause of 
death and the duration of the illness. It facilitates the pay- 
ment of claims in doubtful cases, and also is helpful in 
uncovering fraudulent ones. 

The Public Health Committee and the Committee on 
Death Certificates of The Association of Life Insurance 
Medical Directors of America, the membership of which 
includes Drs. Bradshaw of the Mutual Life, Brown of the 
Prudential, Christiernin of the Metropolitan, Daley of the 
Equitable, Fraser of the New York Life, Ungerleider of 
the Equitable, and Grosvenor of the Travelers, have 
directed me as President of The Association of Life In- 
surance Medical Directors of America (membership 
includes 98 life insurance companies) to request the with- 
drawal of the proposed new Certificate of Death, and 
request that the present Certificate of Death form be con- 
tinued, with the exception of any minor modifications the 
Board of Health feels advisable. 

I suggest that a Committee of The Association of Life 
Insurance Medical Directors of America and other asso- 
ciated life insurance organizations be given the privilege 
of discussing this matter with you and presenting our ob- 
jections before the adoption of this modified Death Cer- 
tificate is finally decided upon. 


S. B. Scholz, M. D. 


President 
The Association of Life Insurance 
Medical Directors of America.” 
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At the request of Commissioner Rice, Dr. Louis I. Dublin, 


March 18, 1938. 
“Dr. John L. Rice, 
Commissioner of Health, 
New York, N. Y. 


My Dear Dr. Rice: 


I have been asked by the various professional groups 
in the life insurance field to present their objections to 
the proposed experiment of the Health Department in 
the matter of the new (confidential) form of death cer- 
tificates. These groups include the Medical Directors, the 
Actuaries, the Statisticians, the Law Officers, as well as 
the Managers of Claim Departments. They have met and 
have crystallized their objections to the proposed procedure 
along the following lines: 


First, the method of confidential certification will 
seriously undermine the ability of the companies to carry 
on their statistical investigations into the causes of death 
of their policyholders. Heretofore, the companies have 
had access to the certificates of death through photostatic 
transcripts. They have utilized this privilege not only for 
the guidance of their own business, the setting and revision 
of rates, but in a number of companies have set up a very 
extensive program of health service for their policyholders 
on the basis of their statistical studies. The Joint Com- 
mittee on Mortality of the Actuarial Society of America 
and The Association of Life Insurance Medical Directors 
has from time to time published very important reports in 
which the causes of death of various groups of lives have 
been tabulated. All of this has been made possible by the 
fact that the individual companies had access to the full 
transcripts of the death certificate, including the cause of 
death as stated by the physician. Moreover, individual 
companies have played a very large part in the develop- 
ment of vital statistics in the United States, largely because 
of their interest in the tabulations of their own experience. 
The Association of Life Insurance Presidents and some 
of the individual companies issue regularly full statements 
on the mortality of insured lives by cause of death. These 
have particular value first in their timeliness and, second, 


Third Vice-President and Statistician of the Metropolitan, with 
the approval of this Committee, sent the following letter: 
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that they cover a large sample of the entire country long 
before official statistics become available. Furthermore, 
these statistics are invaluable in that they are based upon 
very accurate records of the number of lives exposed by 
sex and age, facts which are not available to official regis- 
trars except in census years. In fact, the development of 
the Registration Area to its present completeness can be 
directly traced, in large measure, to the interest, good will 
and active cooperation of the life insurance business as a 
whole. To remove from the life insurance companies this 
vital document is equivalent to nullifying their important 
researches which have great value to them, as well as to 
the public. 

Of equal importance is the fact that the proposed plan 
would seriously interfere with the operations of the busi- 
ness in the payment of claims. It is the policy of the com- 
panies to pay all just claims and to do that quickly. On the 
other hand, this very dispatch makes it incumbent upon 
all companies to discover promptly and to deny the pay- 
ment of fraudulent claims which are always at the expense 
of the body of policyholders. The present method of cer- 
tification is of great help to claim officers in discovering 
fraud. If the statement of cause of death certificates is no 
longer available, the door will be opened wide for the per- 
petration of fraud on the companies. If, for example, an 
individual having a cancer of an internal organ knowingly 
were to take out a policy and die within a year, the com- 
panies concerned would no longer have the benefit of the 
death certificate and, what is most important, the operation 
of the system would encourage those who contemplate 
fraud to go ahead without fear of being discovered. I 
would remind you that the very statement of the program 
as contained in your Quarterly Bulletin for February, top 
of page 17, would act as an encouragement to those who 
contemplate fraud for you state and italicize the following 
‘Moreover, any transcripts of death certificates, for 
example, such as are required in order to settle estates or 
to collect insurance, will be copies only of the modified 
certificate of death already referred to. Under no circum- 
stances will they include the information given in the 
confidential medical report. We do not think that it is 
to the public interest to point out to physicians and others 
that statements of cause of death will no longer be avail- 
able in settlement of estates or in the collection of insur- 
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ance. If the operation of the plan becomes general, it will 
put a premium on a very serious form of deception. This 
point is all the more important in the light of the publicity 
which has recently been given to a group of claimants and 
physicians who have mulcted the life insurance companies 
on fraudulent disability claims. The new plan is a virtual 
invitation for people of this sort to go ahead with the 
assurance that they will not be discovered. 

We, in the life insurance companies, protest against the 
proposed plan because we believe that the gains would be 
slight, if any, and would be certainly outweighed by the 
grave damage to the life insurance business. The extent 
of the gains is extremely problematical and would in no 
measure be commensurate with the injury that would be 
caused. We insist, moreover, that such experiments as 
have been made of the confidential certificate are far from 
conclusive that the method proposed would result in any 
marked changes in the returns of causes of death. Thus, 
in Switzerland where the confidential death certificate 
has been in operation for a long time, there is no indication 
whatever that the death rate from syphilis is more ade- 
quately reported than it is in the United States. In 1936, 
the Swiss death rate from syphilis, including locomotor 
ataxia and general paralysis of the insane was 5.7 per 
100,000 persons. The mortality for white lives in the 
United States in 1935 was 9.3 per 100,000. Syphilis and 
its related conditions constituted a smaller part of the 
total mortality in Switzerland than it does now in either 
the United States or in New York City. Dr. Halbert L. 
Dunn; Chief Statistician for Vital Statistics, Bureau of 
the Census, Washington, D. C., in his recent paper before 
the American Public Health Association, seriously ques- 
tioned the value and efficiency of the proposed plan. Sir 
Arthur Newsholme in his volume on vital statistics like- 
wise deprecated the value of this system as a method of 
approach to betier certification. The difficulty is that the 
proposed plan presumes that large numbers of physicians 
do not tell the truth. There is no evidence for such a 
wholesale indictment of the medical profession which this 
plan presupposes. 

The proposed plan stems from a desire to improve the 
certification of alcoholism and syphilis. At worst, alco- 
holism is one of the very minor causes of death. If the 
number of deaths were multiplied by two, the cause would 
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still be a minor one. Syphilis is much more important 
but certification of this clause is constantly improving 
because of the changing public attitude toward this disease. 
Physicians are now more ready to report this cause than 
they were even a few years ago. The small gains which 
might be presumed from the method of confidential cer- 
tification of these two causes does not begin to justify a 
complete change of system of medical certification. This 
judgment is all the more confirmed by the fact that there 
are other and better ways by which information on the 
prevalence of syphilis can be obtained. The increased 
clinic facilities for the treatment of syphilis will give every 
health department an infinitely better knowledge of the 
prevalence of this disease than any type of certification of 
causes of death. The mortality from syphilis will never 
be an accurate measure of its incidence. 

For the above reasons, the various professional groups 
in the life insurance field representing over two hundred 
and thirty companies and many millions of policyholders 
request that this proposed confidential form be withdrawn 
and that the present method of certification be continued. 
If it should be necessary to convene the Board of Health 
in order to withdraw this proposed method, the various 
groups referred to above request that they be given an 
opportunity to present their case before the Board. 

May I say, finally, on behalf of the life insurance in- 
terests that no group in the community are more interested 
in the program of the health departments of the country. 
No group have been more useful in raising the standards 
of the accuracy of causes of death in the past. We are 
ready to cooperate in every way for further progress in this 
field. We do not believe, however, that the proposed 
method will serve your purposes and that it will very 
definitely and seriously injure us, and we respectfully ask 
you to withdraw this proposed plan.” 


As a result of discussion between actuaries, Medical Directors 
and other interested insurance officials, Dr. Arthur Hunter called a 
number together to discuss the subject, mainly in anticipation of 
an orderly presentation of the case before the Board of Health. 
Those present were Dr. Arthur Hunter, Mr. R. D. Murphy, Dr. 
Louis I. Dublin, Mr. Edward D. Millea, President of the Inter- 
national Claims Association, Mr. H. S. Don Carlos, Associate 
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Chief Adjuster, Travelers Insurance Company, Mr. H. F. Dimond, 
Manager, Metropolitan Claims Division, Fidelity & Casualty Com- 
pany, New York, Dr. Charles L. Christiernin and Dr. R. M. Daley. 

After a thorough discussion it was decided that the different 
phases of the subject would be presented by Dr. Dublin, Dr. Daley, 
Mr. Dimond and Dr. Hunter. 

A final meeting of the Board of Health was held May 27, at 
which all its members were present. The insurance companies 
were represented by Dr. Arthur Hunter, Vice-President and 
Chief Actuary of the New York Life Insurance Company, who 
has been for many years Chairman of the Joint Committee on 
Mortality of the Actuarial Society of America and the Associa- 
tion of Life Insurance Medical Directors; Mr. R. D. Murphy, 
Vice-President and Actuary of the Equitable Life Assurance 
Society and President of the Actuarial Society of America; Dr. 
Louis I. Dublin, Third Vice-President and Statistician of the 
Metropolitan Life Insurance Company; Mr. Edward D. Millea, 
President of the International Claim Association; Mr. H. S. Don 
Carlos, Associate Chief Adjuster, Travelers Insurance Company ; 
Mr. H. F. Dimond, Manager, Metropolitan Claim Division, Fidelity 
and Casualty Company, New York, and the Chairman of this 
Committee. They presented to the Board their reasons for asking 
that the proposed certificate be withdrawn, and each left with 
the Board a prepared statement. In this report, the Chairman is 
including .only the report prepared by Mr. H. F. Dimond and 
Mr. H. S. Don Carlos, as the objections contained in the others 
have, in effect, been presented in letters previously quoted herein: 


“HISTORY 


The rule that an attending physician is incompetent, 
as a witness, is of comparatively recent origin. It did not 
exist in the so-called English ‘common-law’, from which 
our own laws are in so large part derived. Lord Mansfield, 
one of the greatest English judges, said that— 

‘If a surgeon was voluntarily to reveal these 
secrets, to be sure he would be guilty of a breach 
of honor, and of great indiscretion, but to give 
that information in a court of justice, which by 
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the law of the land he is bound to do, will never 
be imputed to him as any indiscretion whatever.’ 
(20 How. State Trials 573.) 


This has been recognized as the law of England down 
to the present time. It was also the rule of law in our own 
country for fifty years after its founding. 


About 1830, our own state established a statutory inno- 
vation, which gave to the patient the right to seal the lips 
of the attending physician. That was slowly followed 
by other states until at the present time about half of the 
states have established this privilege as a part of their 
statutory law. However, all of our industrial accident 
and disease legislation, including the vast mass of com- 
pensation statutes, has invariably repudiated that privilege. 
To a certain extent, modern sanitary legislation has 
abolished that privilege in part for venereal diseases. 


Basic PRINCIPLES 


This privilege was supported in theory on the ground 
of the strong necessity of consulting a medical advisor 
when life may be in jeopardy. It was thought by the legis- 
lative commission that studied the subject that if such 
consultations were not privileged, men might punish them- 
selves and suffer the consequences of injury and disease 
without relief from medicine, because of their unwilling- 
ness to disclose facts. It was also thought that it would end 
the physician’s embarrassment in the struggle between the 
professional honor of the physician on the one hand, and 
his legal duty on the other. (Commissioners on Revision 
of the Statutes of New York, Volume 3, Page 737, 1836.) 


In one of the earliest cases presented by the courts, it 
was said that— 


‘To open the door to the disclosure of secrets 
revealed on the sick bed, or when consulting a 
physician would destroy confidence between the 
physician and the patient, and * * * might 
tend very much to prevent the advantages and 
benefits which flow from this confidential re- 
lationship.’ (Edington v. Insurance Company, 
67 N. Y. 185.) 


The general standards by which the existence of other 
privileges has been determined are four in number. Does 
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the communication originate in a confidence? Is the in- 
violability of that confidence vital to the due attainment 
of the purposes of the relation? Is the relation one that 
should be fostered? Is the expected injury to the relation 
through disclosure greater than the expected benefit to 
justice? 

A negative answer to any one of these questions ordi- 
narily would leave the privilege without support. In truth, 
all of them, except the third, may justly be answered in 
the negative. 

It is a matter of common knowledge that physical ail- 
ments are disclosed and discussed by most persons. Oppor- 
tunities are happily embraced to describe the ‘operation’ 
even to the public, and certainly to intimates. Except for 
venereal disease and criminal abortion, there is hardly a 
thing that the average patient does not reveal. This fact 
is so well known that it has become a common jest. 

Even in the cases where the disclosure to the physician 
is actually confidential, it would none the less be made 
though no privilege existed. People, generally, are not 
deterred from seeking medical help, because of disclosure. 
There is nothing to evidence that physicians in the juris- 
dictions where medical privilege does not exist, are de- 
prived of complete and adequate histories within the 
knowledge of the patients. 

That the relation of physician and patient should be 
fostered is admitted. 

That the injury to that relation is greater than the 
interest and injury to the general public must be denied. 
The great mass of litigation in personal injury claims 
today refutes it. In the hope of pecuniary gain all of the 
facts of injury and disease are disclosed without shame 
or hesitation. In the first place, there is nothing in the 
world by the nature of the injury for the physician to 
disclose which the claimants would ordinarily care to 
keep private from their neighbors and, in the second place 
the one fact which would be most strenuously secreted 
and effectively protected would be the fact that a claimant 
had suffered no injuries. The injustice of a repression 
of facts is obviously hundreds of times greater than any 
injury that might be done by disclosure. (See Wigmore 
on Evidence, Second Edition.) 
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APPLICATION OF PRIVILEGE 


The privilege as it has been erected in our law is con- 
tained in the following language: 

‘A person duly authorized to practice physic 
or surgery, or a professional or registered nurse, 
shall not be allowed to disclose any information 
which he acquired in attending a patient in a 
professional capacity, and which was necessary 
to enable him to act in that capacity, unless where 
the patient is a child under the age of 16, the 
information so acquired indicates that the patient 
has been the victim or subject of a crime, in which 
case the physician or nurses may be required to 
testify fully in relation thereto, upon any examin- 
ation, trial, or other proceeding, in which the 
commission of such crime is a subject of inquiry.’ 
(C.P.A. Section 352.) 

Courts have been faced with endless claims in which a 
strict application of that statute would have worked un- 
conscionable hardship. It would have permitted the patient 
to testify to his own injuries and symptoms, and at the 
same time sealed the lips of his physicians as to the 
existence or non-existence of any basis for his complaints. 
It would have permitted the patient to offer expert and 
hypothetical evidence in support of a claim for injury, and 
would have deprived the defendant of any opportunity to 
examine the attending physician as to the existence in fact 
of the condition asserted. 

In order to avoid such obvious injustice, courts have 
recognized the existence of the doctrine of waiver in 
personal injury cases. That is, where the patient is still 
living, and has brought an action to recover damages for 
his personal injuries, and has described those injuries and 
the results, he is then deemed to have waived the protec- 
tion of the statute and the attending physician may then 
testify. (Hethier v. Johns, 233 N. Y. 270.) He may be 
called by either party, since in the best sense the attending 
physician is not the witness for either party, but a witness 
to the truth. Any voluntary disclosure on the trial of the 
existence of disease or injury, whether through the exam- 
ination of the physician or other witness, or made in the 
form of admission or stipulation, destroys the seal of 
secrecy. (Apter v. Home Life Ins. Co., 266 N. Y. 333.) 


Committee on Death Certificates 


However, when the patient is dead, and recovery is 
sought by the next of kin, or the beneficiary under an 
insurance policy, the doctrine of waiver is limited and the 
claim of privilege may be carried to extreme lengths. 
The law itself provides that the waiver in such cases must 
be made by ‘the personal representative of the deceased 
patient.’ (C.P.A. Section 354.) That has been held to 
mean only the executor or administrator. A proof of death 
admitting the pre-existence of disease, furnished by a wife 
before her appointment as administratrix, and which would 
have defeated her claim, was held not to be binding upon 
her after her appointment as administratrix when she 
brought suit on the policy. Courts sensing the hardship 
and inequity of the law have attempted to mitigate its 
effect wherever the plaintiff’s action before his appoint- 
ment as administrator might be said to have been ratified 
after his appointment. Court records contain hundreds of 
cases which to the average man appear unjust and in- 
equitable, because of the power placed in the hands of 
claimants to seal the physician’s lips whenever he has 
knowledge which would reveal the injustice and inequity. 

Men suffering from incurable diseases have concealed 
the facts and taken out policies with fraudulent intent, 
which has later been shielded by this rule of law. 


Use oF DEATH CERTIFICATES 


The present forms of certificates have provided definite 
information as to the determining and contributing causes 
of death. The information is issued upon the authority 
and over the signature of a duly qualified physician, or 
medical examiner, and under the seal of the Department 
of Health. It has been readily obtainable by all parties. 
It has been an aid to the widow, or beneficiary in thousands 
of honest claims. It has sometimes pointed out an 
attempted fraud or falsehood to the benefit of the designed 
victim of that fraud. 


THE ProposeD ForM 


The regulation now proposed would remove all true 
medical and pathological information from the certificate 
of death, and place it on the confidential report. The pur- 
pose is to obtain more accurate vital statistics. This will 
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be an aid in the conservation of public health. The purpose 
is good, and deserves the support of Society. It will, 
unquestionably, have the support of the courts. A rule to 
enforce the confidential character of the certificate and to 
nullify any possibility of waiver, or production, in obe- 
dience to subpoena, will undoubtedly have the sanction of 
our higher courts which have already held the records of 
the Department of Health to be inviolable. (McGowan 
v. Metropolitan Life Ins. Co., 141 Misc. 834; 234 A.D. 
366. ) 

The complete and final authority invested in the Board 
of Health, through our Public Health Laws, our City 
Charter, and our Administrative Code, carries with it a 
corresponding duty of care. Care should be taken that 
widows and children may not be deprived of a readily 
available proof of death and cause of death, required 
under any insurance policy. Care should be taken that any 
regulations now made may not be perverted to a wrongful 
use. Care should be taken that what has been designed 
as a shield for confidence may not become a cloak to con- 
ceal a falsehood and perpetrate a wrong. 

Medical privilege has never been unlimited and abso- 
lute. Since its establishment, physicians and laymen have 
always sought to use the rule with reason. Workmen’s 
Compensation Laws have, invariably, limited the privilege, 
Sanitary Laws have limited it, and most recently our 
Hospital Lien Law has shown that this privilege must give 
way to paramount needs. The hospital record must be 
open to inspection. (New York Lien Law, Section 189.) 
It seems obvious that if a Physician Lien Law were en- 
acted, the privilege would be similarly curtailed. At least, 
that has occurred in the State of Washington under their 
Physicians’ Lien Law. (Section 2, Chap. 69, Laws 1937, 
State of Washington.) 

In good morals, there can be no objection to a full dis- 
closure, as opposed to a partial disclosure of the facts of 
illness and treatment in cases of claims and litigation. As a 
ministerial matter, it would not appear to be likely to 
impose any additional burden upon the department. In 
any event, since the authority of the department is so 
extensive in application and so final in character, great 
care should be taken to avoid injustice, to avoid the 
imposition of any additional burden upon the honest claim 
or beneficiary under an insurance policy. 
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The same thought has been expressed by Lord Riddell 
in an article written for the ‘Lancet’, the London Medical 
Weekly, recently, when he stated: 

‘The whole tendency of legislation for many 
years past has been to simplify the law of evi- 
dence and to remove restrictions which prevent 
the whole story from being disclosed to the court. 

* * * On balance it seems most undesirable 
that fresh privileges should be created which may 
have the effect of obscuring the truth, * * * 

To sum up, everyone recognizes the necessity 

and importance of medical confidences. Every- 
one recognizes that they are sacred and precious. 
But, we must recognize also that the rules regard- 
ing them exist for the welfare of the community 
and not for the aggrandizement or convenience 
of a particular class. We must recognize also 
that they must be modified to meet the inevitable 
changes that occur in the necessities of various 
generations.’ 

The modern trend as evidenced by the literature of 
legal scholars, by the decisions of our higher courts, and 
by legislative enactments, points to the ultimate conclusion 
that evidence should be the common property of all per- 
sons in their search for truth.” 


The attention of this Committee was called to the fact that a 
similar certificate was to be presented for discussion in the Section 
of Vital Statistics and Epidemiology of the Canadian Public 
Health Association at the Chateau Laurier, Ottawa, on Thursday, 
June 16th, 1938. The Committee immediately called this to the 
attention of Dr. Streight and sent him its objections, as well as 
material which had been used in presenting its case to the Board 
of Health of New York City. 

The Executive Council of the New York County Academy of 
Medicine has had a further report filed with it by Dr. Emerson, 
after a trip abroad, but so far has taken no further action. 

Those in favor of this confidential death certificate will present 
this proposition before the Health Departments of the various 
cities and states of the nation and before Medical organizations. 
Therefore, the Medical Directors and others vitally interested 
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should exert continual vigilance toward detecting any such presen- 
tation. If this movement does start in your vicinity, or at any 
other place that you may hear about, it is earnestly suggested that 
you immediately get in touch with the President of the Associa- 
tion of Life Insurance Medical Directors or the Chairman of this 
Committee. 

Up to the present moment the Board of Health has not put the 
new certificate on trial. We believe it will not do so, but we shall 
be on the alert to prevent its introduction. 

S. B. Scholz, Ex-Officio 

William M. Bradshaw 

Chester T. Brown 

Charles L. Christiernin 

Robert A. Fraser 

Harry E. Ungerleider 

Robert M. Daley, Chairman 
September 1, 1938. 


* * * K K 


Dr. Scuotz—We will now proceed with the scientific portion 
of our program. The first thesis is that of “Permanent Total 
Disability Handling,” by Dr. Wilson and Mr. Don Carlos. 

Dr. Wilson was made Medical Director of the Travelers 
Accident and Group Departments in 1919. Previous to his first 
appointment with the Travelers, 1907, he had a rich experience 
as a member of the Resident Staff, Psychiatric Division, New York 
Hospital, and has accomplished outstanding results in disabilities 
particularly in mental and nervous cases. The Doctor is recognized 
as one of our disability claim authorities and has developed a 
mode of operation in connection with certain cases, to which he 
refers in his thesis, that I am sure will hold your interest. 

After having obtained his degrees, Stanford University and the 
University of California, Mr. Don Carlos established himself in 
the practice of law in this city, became interested in disability 
claim work, and in 1917 associated with the Travelers Insurance 
Company. At present he is Manager of the Life, Accident and 
Group Claim Departments of that Company. He also served in 
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an outstanding way as President of the International Claim Asso- 
ciation, is a member of the National Committee, Claim Associa- 
tion, co-operating with the American Bar Association, and is a 
member of the Insurance Advisory Council of the American Arbi- 
tration Association. I believe Mr. Don Carlos to be one of the 
outstanding authorities on disability claim work. 

I have just received a letter from Mr. Don Carlos advising of 
the very serious illness of his wife and that, under the circum- 
stances, he cannot be with us today. Even though having the 
anxiety of his wife’s illness Mr. Don Carlos was especially thought- 
ful and considerate in arranging with Mr. Robert K. Metcalf, 
Manager of the Claims Department, Connecticut General Life In- 
surance Company, to make some concluding remarks in connection 
with his and Dr. Wilson’s thesis. 

It is indeed nice to have the views and experience of such 
recognized gentlemen. 
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PERMANENT TOTAL DISABILITY 
CLAIM HANDLING 


OCTOBER, 1938 


McLeop C. Witson, M. D., Medical Director, Accident and Group 
Departments, The Travelers Insurance Company 


Haran S. Don Cartos, Manager, Life, Accident and Group 
Claim Department, The Travelers Insurance Company 


Dr. WILSON: 


The claims arising out of life disability insurance presented 
a problem none of us was in a position to handle effectively. 
We have had to acquire knowledge by experience. Prior to 
the introduction of compensation insurance in 1912, there was 
little general interest or knowledge as to the extent to which 
benefits for disability from any cause could be developed. It is 
very evident that compensation legislation gave the necessary 
impetus and thus the education of the public and of physicians 
and lawyers began in this field. The insurance companies then 
broadened the scope of indemnifying those who were disabled, 
by writing life indemnity health policies and taking up and push- 
ing non-cancellable forms of accident and health insurance. These 
were followed by the broadening of disability provisions under 
life policies to a degree that eventually covered both permanent 
and temporary disabilities. In addition to this we have had the 
agitation of social, state and group medicine, all of which has 
educated the people into the belief that they have a natural right 
to be indemnified, if they are idle from any cause. 

In the earlier days these life disability claims were largely 
handled by claim departments with very little constructive advice 
from the medical departments. The usual type of claim, as instituted 
under compensation and personal accident insurance, was of short 
duration and as a general thing did not involve the question of 
permanent residuals. These claims always have been adequately 
administered to by claim men with a minimum of medical advice. 
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The disability provision, however, brought into existence the 
handling of long term claims in which the causative disease or 
the results of injury left residuals which in the greater number 
of cases have permanently modified the occupational capabilities 
to a greater or lesser degree. This situation necessarily called for 
closer affiliation between the two departments. The necessity, 
however, of this cooperative relationship was slow in its develop- 
ment and really did not become an actuality until very recent years. 

In 1932 the Travelers Insurance Company as an experiment 
sent a member of the medical department with a Home Office 
adjuster to review the work being done in the field claim offices. 
This combined claim and medical traveling of the field proved so 
satisfactory that it has been continued to date. In this way every 
section of the United States and Canada has been visited on 
numerous occasions. The work done on these trips consisted of 
a complete review of the files, discussion of the cases with the 
local adjuster or investigator, interviews with attending physi- 
cians and examiners, discussions with local attorneys and the 
personal examination of large numbers of claimants. The study 
thus made passed through many phases, as methods, opinions and 
conclusions were brought out and used or discarded according to 
their subsequent evaluation. The work was necessarily evolutionary 
in its build-up, but certain basic factors have been learned and 
would seem to apply no matter what the type of claim or where 
located. 

We do not doubt but that the majority of claims are made in 
good faith and that the larger number are perfectly legitimate. 
However, we cannot tell what may develop in any given case, so 
that our information should be built up in the early course of the 
claim with the idea that nearly all claims are potentially capable 
of rehabilitation. Therefore, it is essential that we have the neces- 
sary ground work in usable form so that unnecessary delay is 
avoided in timing our approach to cases that should be closed on 
some plan. 

Disease, infirmity and the results of injury are necessarily modi- 
fied in their course by the existence of an indemnity. This is a 
human equation that is altered only by inadequate amounts of 
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coverage or an economic or business situation offering a better or 
equivalent return. We find that a study of a claimant’s ailment, 
the checking of his activities and the discussion of his economic 
needs form only a part of the picture when a question arises as 
to the necessity of a continuing total disability or the possibility 
of rehabilitation. 

Under separate headings will be taken up and discussed cer- 
tain fundamental factors that are essential in the handling of long 
term claims. 


Occupation: The duties of the occupation should be studied in 
detail. It is only by considering the mental or physical require- 
ments of his job that we can judge his future capabilities. We 
must also look into his qualifications for other lines of occupational 
endeavor. His condition may be more or less permanently modified 
by the disease or other impairment; for example, the individual 
having suffered a coronary occlusion may return to work but, be- 
cause of the permanent damage to the heart, his activities will 
have to be modified to fit his particular tolerance. 


Economic Condition: Is it such that he can have adequate medi- 
cal or surgical care? How often is he being seen by his doctor? 
If finances are low, how are these bills being paid? The attending 
physician gives great weight to the financial status when advising 
his patient regarding resumption of work or to cease occupational 
activity entirely. 

The financial condition is of great importance in determining 
the many factors involved in disability. Among those in the higher 
income brackets may be listed retirements, over-insurance, reduc- 
tion of net earnings, escape from intolerable business situations 
and so forth. In the medium or lower income brackets are found 
those who have lost their jobs, have been misfits in the particular 
work in which they have been engaged, failure of new enterprises 
and the obstacle of increasing age. 

Insurance benefits may bring incomes up to or beyond their for- 
mer level or be the sole means of support and require a readjust- 
ment of living conditions. 

Rehabilitation to a large extent depends upon finances. 
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Domestic Status: If married, how long? What is the age of 
wife? How many children? Ages? At school or employed? Does 
anyone help with the support of the family? Has the wife always 
performed the duties of a housewife, or has she been engaged in 
business? Is she qualified to take up some occupational pursuits? 
What are her plans if the disability has the appearance of per- 
manency? This is an important subject to bring up early in the 
course of a claim. It at least implants in her mind the possibility 
of her becoming the productive factor in the future welfare of 
the family. She may also, if there are children reaching the age 
for business, consider establishing some enterprise they could 
eventually carry on. 


Is the wife cooperative in the sense that she is doing all in her 
power to aid recovery? The mental make-up of the wife is often 
a tremendous factor, not only in the duration of disability, but she 
may also be the guiding spirit for or against permanency. Does 
she dominate any interview by reciting all the claimant’s symptoms 
and answering the questions? Is she carrying the entire family 
responsibility of decisions and plans to the exclusion of the insured? 
It is often found that when the wife becomes the dominating factor 
in the household, a return to occupational activity or rehabilitation 
efforts are retarded. A careful study of the wife or of those hav- 
ing the care of the insured may eventually prove as important as 
the knowledge of the claimant’s ailment. 


Unmarried or widower claimants require the same careful 
analysis. Who looks after their needs and discusses with them 
their problems and responsibilities? Are such persons related by 
blood or marriage and what are their direct interests? Frequently 
we find some individual in the household, or outside of it, is the 
dominating factor. We must make special effort to gain the con- 
fidence and cooperation of that individual, if we expect to re- 
habilitate the claimant. 


Responsibilities: The support of dependents is a matter of great 
concern to the disabled. If he has lost his position or has no 
business to return to, an insurance benefit is something to be held 
on to at all costs. While the question of dependents is a major 
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responsibility, the knowledge of his investments, debts, interest on 
loans and so forth must be kept in mind, as they must be taken 
into consideration by the insured when cessation of his benefits is 
in the offing. 


Mode of Life: On what scale were he and his family living prior 
to his illness? ZTo what extent has it been necessary to modify 
this because of prolonged unemployment or reduced income? Has 
any reduction in their scale of living produced an apparent mental 
depression in the claimant and/or members of the family? 


Environment: Are the quarters in which he lives hygienic? 
Are they conducive to recovery? Has he retained his former 
social contacts? Do his friends, neighbors and relatives continually 
discuss with him his disease and other troubles? Has his con- 
dition required a residential change that is less favorable than 
his former abode? 


Employability: When considering employability, we must re- 
member that general economic conditions and his financial status, 
environment, responsibilities and emotional trends all enter into 
the composite picture with which we have to deal. Therefore, the 
following basic background of the problem seems proper to list 
in detail: 
1. Has he a business or profession to which he can return at 
any time or which is capable of being re-established within 
a reasonable period? 

2. If he was an employee, when he became disabled, is his 
former position open for him? If not, will his employer make 
a place for him? Was he a satisfactory employee? 

3. Does his condition prevent him from again engaging in his 

former occupation? 

4. What are his training and qualifications to take up some 

other type of work? 

5. Could he become a self-employer? 

Is the age factor an obstacle to reemployment ? 
7. Because of a permanent impairment, do Workmen’s com- 
pensation laws exclude him from industry? 


OV 
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Attending Physician Reports: Most statements answer the in- 
formation requested on the blank in a satisfactory manner. When 
possible, laboratory reports, X-ray and electrocardiograms should 
be borrowed and submitted to the Home Office. This is for the 
purpose of acquiring a record that can be used for comparative 
study when subsequent examinations are made, and thus progress 
for either better or worse can be evaluated readily. 

Opinions as to the totality of disabliity and its probable dura- 
tion are not infrequently given by the physician on the basis of 
“His Occupation,” that is, upon the basis of his occupational duties 
at the time he became disabled. This may fit the case very well 
during the acute illness or in the early convalescent period, but it 
does not apply when a maximum of improvement has been estab- 
lished. It is during this latter situation that it is often advisable to 
interview the physician and discuss with him the possibility of 
his patient entering upon some occupational pursuit consistent with 
his condition. 

Keep in mind that the relation of patient and physician is a 
very close one. Faith in treatment rendered and the following of 
advice given are essential to the welfare of the patient. We must 
not under any circumstances do or say anything to an insured that 
would imply doubt as to the qualifications of his doctor. If we 
have reasonable proof that treatment is improper or inadequate, 
or that the physician is not qualified to care for the case, the ap- 
proach must be through other means, such as discussion with the 
physician through the Company examiner or by special examina- 
tions. 

Unfortunately, and often through circumstances beyond his 
control, the attending physician becomes a primary factor in the 
permanency of a disability which should have been temporary. 
Physicians have told me that the responsibility of advising as to 
business activity produces a fear complex that they may be wrong 
or will be subject to criticism, and that they must advise a life of 
retirement whenever such is economically possible. Others will say 
that unless they follow the wishes or desires of the patient or his 
family, they will lose them, as the doctor across the street will 
give the desired advice. The E. K. G. has so influenced the minds 











36 Forty-ninth Annual Meeting 


of many that they are willing to give an opinion as to disability 
without any knowledge of the clinical aspects of the case. Prog- 
nosis and estimates of disability are too frequently formulated 
after a study is made of the insurance contract. On the other 
hand, a good many companies put the doctor on the spot by re- 
quiring him to complete proof forms that are to pass through the 
hands of his patient. He, therefore, knowing that a claim is being 
made, feels that he must complete his statement in a manner that 
will best suit the monetary interest of the insured. 


When special examination has been made at the Company’s ex- 
pense, it is often advisable to see that the attending is sent a 
copy. There are cases in which these examinations must be kept 
confidential. When in doubt as to the advisability of furnishing 
these reports, in their entirety or in part, as for example, the con- 
clusions as distinguished from the findings, the Home Office 
should be asked what procedure to follow. 

When interviewing physicians, we should know in advance 
exactly what information or facts are desired so that his time may 
be conserved. The attending physician is the key man in any 
claim and his confidence and cooperation must be gained if we 
expect to be a guiding factor in any phase of disability. 


The Medical Examiner: In new claims it would seem best to 
call for an examination in every case not bedridden or house- 
confined. While this procedure seems unnecessary in many cases, 
it does give the examiner an acquaintance and knowledge of the 
claim in its early phase so that a request for a report during the 
course of disability can be better evaluated so far as prognosis 
and progress are concerned. In personal interviews with examiners 
the comment is frequently made that an early examination would 
have given them a more comprehensive picture when considering 
their present findings. 

It would also appear that many of our regular examinations 
are of little value owing to the fact that such examinations are re- 
stricted in their scope by the insuring company. We should allow 
regular examiners more latitude in the use of laboratory facilities 
and of procuring the aid of instruments of precision. The use of 
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a consultant should also be granted when, in the opinion of the 
examiner, it would help clarify questionable features. For example, 
I recently saw a case which had been running for three years under 
the diagnosis of angina pectoris. The medical examiner reported 
no findings but believed the diagnosis correct based on the history. 
Complete examination disclosed a chronic gall bladder with a large 
stone. 


In our problem-cases too many examinations of a superficial 
character are requested. Many of these are called for by field 
representatives simply on the grounds that they do not know what 
move to make next. There are cases in which no medical informa- 
tion has been obtained for a long time; in some of these it is proper 
to call for the regular form examination, but it should be under- 
stood that if the case is not entirely cleared, a follow-up complete 
medical survey should be made at an early date. 


The regular examiner should be advised in advance of an ap- 
pointment just what our problem is at the time; he should be given 
the opportunity to read the file, if he so desires. Examiners too 
frequently confine themselves to the questions on the form fur- 
nished. They should be told that the examination blank is a guide 
but that we do not expect it to fit every case. Any additional per- 
tinent information or findings should be submitted on a supple- 
mentary sheet. 


The Examiner should avoid giving an opinion in ambulatory 
cases as to the totality and/or permanency of a disability unless 
he has been made acquainted with the known activities of the indi- 
vidual. To illustrate, a recent case was sent to a well qualified 
examiner to determine the present condition. On the history he 
obtained and the findings, he gave a definite opinion that the dis- 
ability was total and permanent. The facts were that the insured 
was working daily on a part time basis. 


Claim departments should weigh carefully all their facts before 
requesting examinations in cases in which inconsistent activities 
have been definitely established. We must keep in mind that 
pathology is not synonymous with disability, and an examination 
may be a definite cbstacle to the handling of the claim. 
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Occasionally Company examiners are requested to discuss a 
controversial case with the attending physician. This is usually an 
embarrassing situation and should not be requested when no more 
than a difference of opinion exists. It is in order when special work 
has been done, so that additional facts as shown by laboratory or 
other special technique can be brought into the picture. 


Special Examinations: The companies are calling for examina- 
tions by outstanding specialists in an increasing number of claims 
where special problems arise as to certain diseases. This, I believe, 
is very helpful, particularly where rehabilitation is to be under- 
taken. Apparently it has not been of great value in litigated cases 
unless augmented by lay evidence to offset the plaintiff’s medical 
witnesses. 

The fault in this procedure is not so much in the selection of 
the specialist as it is in the request that a study be made of only 
one of the points involved, disregarding the other possibilities. 
Alleged coronary disease gives the best illustration of this omis- 
sion. We call for a cardiological examination, including E. K. G., 
fluoroscopy and six foot plates. If the findings are negative, we 
are apt to start an argument, but we have not disproved the sub- 
jective complaints. Therefore, I make the suggestion that while 
we are paying for these examinations, we round out the picture 
and clear so far as possible the causes of pseudo coronary symp- 
toms. In other words, the gall bladder, G. I. tract, thyroid, adrenals 
and foci of infections are of real interest. Or, it may be in order 
to bring in a psychiatrist, if a cardiac neurosis is suspected. 

Again it is suggested that the attending physician be invited to 
participate in the special study whenever feasible and, in appro- 
priate instances, the selection of the specialist. Usually the 
patient has more confidence in his own doctor than he has in the 
specialist of our selection. If we are right, the attending physician 
is convinced or at least influenced by the findings in which he 
participated. 


Claim Investigators’ Reports: Activities are the measuring rod 
by which we attempt to determine the necessity of a continuing 
total disability. However, it is a situation that must be studied care- 
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fully and its significance applied to the individual case. Every 
prolonged illness or physical condition requires an activity period 
of greater or lesser extent to build up a tolerance to the energies 
that will necessarily be expended in an occupational pursuit. 

Early in the course of a claim it should be determined by dis- 
cussion with the attending physician and Company examiner when 
activities should start and in what type and to what degree they 
should be indulged. Activities entirely inconsistent with the com- 
plaint require immediate and thorough investigation. 

The work of the men on the firing line is so important that con- 
siderable time should be spent in its guidance by both Claim and 
Medical Departments. Individuality, personality, ingenuity and 
a proper curiosity are essential in the procuring of facts and in- 
formation. Great care is necessary in descriptive reports to avoid 
drawing conclusions before all facts are established. Sympathies 
and prejudices should be omitted. It should be kept in mind that 
we are dealing with individuals who are diseased, injured or suffer- 
ing from some impairment that renders them incapable, for the 
time being, of carrying on their occupations. The necessity for 
the totality of any disability is governed by the nature of the con- 
dition and whether such will continuously for a given or indefinite 
period prevent him from carrying on the duties of his occupation 
or subsequently from any gainful occupation. 

We must bear in mind that all human beings are more or less 
dominated by their emotional trends. When an individual is ill or 
disabled from any cause, his emotional reactions become intensi- 
fied. He is apt to become introspective and depressed because of 
his disease and the more he is allowed to discuss his troubles and 
complaints, the longer will be the disability and the more probable 
the development of an accompanying neurosis or one actually 
superseding the original condition. The approach to one suffering 
a disability should be one of cheerful optimism for his future and 
a discussion of events, activities, recreational pursuits and the like 
that he could do within his tolerance. 

It is very important that the claim man know his case, that he 
very definitely acquire through the proper means knowledge as to 
how the claimant spends his time, what exercise he is getting, 
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what recreational and social activities are engaged in, and what 
are his interests or habits in his home life. Has he plans for the 
future, are they hopeful or has he resigned himself to a completely 
disabled life? It is only by a thorough understanding of these 
matters that an intelligent opinion may be formed as to the totality 
of disability or whether the case is one in which some action may 
be undertaken. 

From the medical viewpoint, there is much to be criticized. 
For many years there has been too great a tendency for the lay 
investigator to attempt to describe the symptomatology and clini- 
cal signs and, not infrequently, to draw conclusions as to the sig- 
nificance of his observations and questions. This situation was 
brought about by the companies requiring these men to give a 
description of the present condition of the insured, type of symp- 
toms from which he was suffering, and also an opinion as to the 
totality of disability based upon interviews with claimants. 

Most laymen have preconceived notions as to how an individual 
should appear when suffering from a given disease. He also has 
acquired from various and sundry sources what complaints various 
disease entities should present. Therefore, these preconceived 
mental pictures color his reports. Many also think it is necessary 
to give a detailed description of operative procedures or attempt 
to describe laboratory technique. 

Highly colored reports of this nature are not only disconcerting 
but dangerous, owing to the fact that most of them are read and 
evaluated by laymen. In this way we often find through many 
interviews a build-up of symptomatology that becomes entirely 
inconsistent with the alleged ailment. Claimants differ widely but 
most follow trends that are the results of suggestions. Individuals 
suffering a condition which has reached a maximum of improve- 
ment become expert in the recitation of symptoms and complaints 
because such is suggested to them indirectly by too frequent visits 
of claim investigators. 

This situation is a difficult one to regulate. We must not dampen 
the enthusiasm, initiative or ingenuity of the men handling claims. 
Therefore it would appear that an educational program should be 
carried out so far as possible, so that they will have a better under- 
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standing of what is required in connection with the medical phase 
of their work. 

It is becoming more and more apparent that we have not put 
sufficient study into the proper approach of these cases and have 
left it largely up to the lay investigator to work out his own man- 
ner of handling. We must bear in mind that while the emotional 
trend in some cases is for their ultimate gain, there is a very 
definite increase in the neuroses, either as a primary condition or 
as a superimposed factor in any case of disability. The question 
arises as to what degree of unfavorable influence our methods of 
handling may have on the course of the illness, its duration and 
production of bizarre symptomatology. 

In many cases the checking of activities or how the insured is 
spending his time has been done in a manner that has tended to 
restrict his activities. Frequent questioning as to how a claimant 
spends his day naturally gives rise to the thought as to why the 
company is so interested in this phase of his life. The disabled 
individual becomes a close observer of those who interview him 
and he discusses with his family and friends the motive for various 
and sundry questions that have been put to him by the in- 
vestigator. I have seen those who have kept a diary on the sub- 
ject. We must avoid the type of approach that builds up a defense 
mechanism on the part of the insured and makes him feel that it 
is necessary to engage in activities secretly. It would seem essential 
that we change the method of approach and, instead of checking 
activities, that we develop them by questioning along the line of 
“why” he isn’t doing everything within his tolerance. If we show 
our friendly interest in his welfare, let him know that recreational 
pursuits within his capabilities are in order, his suspicions will be 
allayed and we will have knowledge of his activities and can even- 
tually evaluate them. In other words, let us develop the psychiatric 
approach rather than that of the detective. We will then find that 
surveillance can be reduced to a minimum. Certain conditions re- 
quire special care in the manner of approach. In mental disease 
there seems to be a morbid curiosity on the part of the lay investi- 
gator to inquire into the character of symptoms the insured may 
present. He often gives a lurid description of the individual and 
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describes the peculiar stare in his eyes. The Home Office claim 
examiner is impressed by the description, believes that such a case 
presents no picture other than that of disability, acts upon the claim 
himself and does not ask advice from the medical department. 
It is my belief that all such cases should be referred for medical 
advice when a check up or reinvestigation seems in order. The 
medical advisor should then direct the type of investigation to be 
made. I recently saw reports from three companies in which their 
investigators all agreed as a result of personal interviews that in 
their opinion a state of hopeless disability existed, in spite of the 
fact that a competent psychiatrist had made a careful study of the 
case and had recommended occupational therapy as a means to 
complete the adjustment to normal life. Two of.the companies 
took the investigator’s opinion and continued benefits; the other 
company attempted a rehabilitation program but was told by 
the insured that he had decided to spend several months in Southern 
California. Not long ago I had an opportunity to discuss a case 
of manic depressive psychosis with a psychiatrist in one of the 
southern states. He told me that if the insurance companies would 
quit shadowing the man and stop trying to close out the claim, he 
thought he could have him back to work in a reasonable period, 
but if our practices were continued, we would probably have a 
case of permanent disability on our hands. These comments are 
for the purpose of showing our inconsistencies in the manner of 
handling specific types of disease and the necessity of a closer re- 
lationship between claim and medical departments. 


Surveillance: The medical department or medical advisor should 
be consulted when this procedure is indicated. It is a phase of the 
work that has been very much neglected. To be carried out properly 
necessitates considerable work but the activities, habits, social life, 
business possibilities, etc., would be more intelligently observed. 

The man who is to make a surveillance should have a compre- 
hensive picture of the case. He should be given an outline as to 
how an individual who has had or is suffering from the disease 
involved should appear and perform. Because of the lack of this 
knowledge much time is wasted and observations reported that 
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have no bearing on the case. It is therefore the duty of the medical 
department to make a study of any case that is coming up for this 
kind of work and outline what activities and limitations are to be 
expected or are consistent with the medical evidence set forth in 
the file. Most companies are dependent upon outside agencies to 
conduct investigations of this character. Therefore if we get a 
report emphasizing irrelevant facts, we have only ourselves to 
blame. What we want is the observation of activities inconsistent 
with an alleged complaint, if they exist. Therefore the observer 
should be informed as to the particular points requiring emphasis. 
To illustrate, a recent case in which several companies were in- 
terested was one of tuberculosis. The attending physician insisted 
that the disease was still active and that a necessary total disability 
existed. The company examinations showed otherwise. A sur- 
veillance was ordered. The resulting report described the way 
he walked, how he bent over and picked up a twig from the grass, 
and that he drove his car around the neighborhood without ap- 
parent discomfort. This information would be of real value in 
a case of spinal arthritis but we were not informed as to the dura- 
tion of his outside activities or whether there were fixed periods 
of the day when he was not seen and which may have indicated 
“rest periods.” 

Usually a surveillance should be preceded by an interview with 
the attending physician to determine whether a definite activity 
regime has been mapped out for the patient. Many of our claimants 
follow their own inclinations as to how they spend their time, but 
it is essential that we first know what part his doctor plays in 
directing his daily program. 


Climatic Changes: There is no argument as to the value of 
pleasant surroundings to those who are enjoying good health. 
It is even more necessary to those who are ill or have been disabled 
from any cause over a considerable period of time. I therefore 
wonder if physicians give sufficient thought to this situation when 
advising a change of climate for a patient. Unless the individual 
has sufficient means or adequate insurance benefits, he must of 
necessity seek living quarters far inferior to his own home. This 
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condition I have observed in Florida, California and the various 
places where the tubercular congregate. If the climatic change 
had any value, I think it often was offset by the depressing in- 
fluence of poor and crowded quarters and possibly added to by a 
breaking up of the family life. In one section I asked a cardiologist 
why so many advanced heart cases were sent there and if they were 
benefited by the change. He replied that as far as he could ascertain, 
it was to relieve the local physician of responsibility when he had 
reached the end of his therapeutic suggestions. As to the climatic 
value, he thought that in selected cases there was no question but 
that it added to the patient’s comfort. Time and space do not 
permit describing some of these “curing” resorts where sick people 
and their families have to live on from fifty to one hundred dollars 
a month, but I suggest a tour of inspection. 


Each winter large quantities of cardiac cases migrate to the 
balmy climate of Florida. Whether this is advisable or not, perhaps 
is not our problem, but among this group are a considerable number 
of people whose disabilities are elective rather than necessary and 
they do constitute a very distinct problema. 


We also find great numbers of our heart cases becoming perma- 
nent residents of Florida, and Southern California. This definite 
change in residence is predicated on the fixed notion that their 
condition is one of total and permanent disability. Apparently the 
degree of disability is not taken into consideration because we find 
many who daily expend energy in recreational activities sufficient 
to have been the equivalent of many occupations. There seems 
to be something in congenial climatic conditions that gives them 
more freedom, greater exercise tolerance, and an optimistic 
philosophy of life that seems impossible in their former environ- 
ment. It is my impression that this condition is partly due to a 
release of inhibitions because they see people all around them, 
particularly in sections of Florida, engaged in play rather than 
engaged in the serious business of life. It is human nature to 
imitate and if environment is recreational rather than business, 
we are buoyed up and perform accordingly, and if we have been 
ill we are often astonished at our tolerance. The situation might 
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be likened to a picnic where the staid middle-aged business man 
cavorts like a kid much to the wonder of the observers. 

The claimants in these areas must be watched carefully and 
attempts made to separate the necessary disabilities from those that 
are largely elective. Often it is very difficult to determine which 
these cases are but by careful study of these migratory groups and 
a selected surveillance of their activities, many claims can be ter- 
minated. The cases most difficult to evaluate are those who have 
migrated to parts far removed from their business or professional 
pursuits. 


Rehabilitation: We are all confronted with this problem when 
a recovery should have taken place or a maximum of improve- 
ment should have been established. 

Many of the essential facts necessary to the handling of cases 
coming within this category have been ascertained during the course 
of the claim. 


Most of the disability clauses in operation require from three 
to six months of total disability to entitle the insured to benefits. 
Following such a period many have had their positions filled and 
must of necessity, seek employment elsewhere. If by chance their 
benefits are sufficient for their needs, they are not going to discard 
their supporting “crutch” until employment is assured or a tangible 
living is in sight. We must be ever watchful and time our approach 
at the earliest moment consistent with the cause of disability. Any 
individual who has not worked for several months loses touch 
with business affairs and develops an inferiority complex that 
makes him hesitate to compete with his former associates. The 
thought of an abrupt termination of his insurance income is 
demoralizing, not only to the insured, but to all those dependent 
upon him. There are so many factors to be taken into considera- 
tion, and you are so familiar with them, that a listing of them is 
unnecessary. However, there is an important detail that must be 
followed if we are to be successful in our rehabilitation efforts, 
namely, our own adaptation to the psychology and emotional trends 
of the individual claimant and of those influencing him—particu- 
larly his dependents. 
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The larger number of cases presenting this problem of rehabili- 
tation are those whose disabilities have lasted for such a period 
that it must be conceded the majority will have permanent impair- 
ment or residuals necessarily modifying their future mode of life, 
activities and business endeavors. We cannot pass up the problem 
by telling the insured he is now able to work and therefore his 
benefits are withdrawn. Experience has shown that to follow this 
procedure only precipitates litigation or involves us in corre- 
spondence with the insurance commissioner. We must have some- 
thing constructive to offer or the results will be disappointing. 
If those entrusted with the handling of such cases cannot think 
of several occupations that the individual might be capable of 
taking up and with a fair monetary return, we are wasting our time. 
Many of these cases require weeks or months of patient and intelli- 
gent handling. If we offer the proper encouragement and help to 
plan his future, results may pay dividends in that the company is 
relieved of a life indemnity claim and the individual saved from 
the industrial ash can. 

The attending physician is a very important factor in rehabilita- 
tion proceedings. In fact, without his cooperation, the situation is 
made most difficult. Keeping in mind the relationship usually 
existing between a patient and his physician, we should cultivate 
his good will by giving him, when possible, any information that 
we have obtained that might aid him in his care of the patient or 
help in deciding the question of re-engaging in an occupation. 
Special examinations made by the companies often include costly 
laboratory work, X-rays and electrocardiograms, which the patient 
is unable to afford. Copies should, whenever feasible, be given to 
the doctor. I believe whenever a special examination or hospital 
study is requested, the attending physician should be invited to be 
present, unless for good reasons it is contra-indicated. These can 
be considered in the nature of a consultation and the ensuing dis- 
cussion cannot be other than of value to both parties. The com- 
panies generally have gone on the basis that special examinations 
were their confidential property and something to be held in reserve 
in event of litigation or other eventualities. This, I believe, is a 
mistake in most instances, and particularly so where the question 
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is one of rehabilitation. The attending physician is the key man 
in any claim and we must have his cooperation and confidence if 
we expect him to be the guiding factor in this phase of endeavor. 

As heart disease in its various forms presents one of the major 
problems, I will mention a few of the more prominent features 
met with in field and home office work. 


First, the cardiac situation probably develops a complex involv- 
ing more factors than any other condition. 

Second, many cases are diagnosed as cardiac disease on in- 
sufficient evidence. 

Third, the lack of uniformity in the interpretation of electro- 
cardiograms is serious. 

Fourth, abnormal E.K.G.s are too frequently the starting point 
of a disability. 

Fifth, the controversial question among cardiologists and in- 
ternists, whether controlled business activity shortens life or not. 

Sixth, cardiac reserve and tolerance is too often left to the 
sufferer to determine. 

Seventh, the advice to retire permanently and discontinue all 
business interests is given too early in the disability. 

Eighth, very little or nothing is done to minimize the apprehen- 
sion or developing neurosis. 

Ninth, a diagnosis of heart disease once given to a patient is 
tenaciously adhered to, evidence to the contrary notwithstanding. 

We are not greatly concerned with the true cardiac. His life 
span is short and he should be left in peace. However, there are 
too many in whom the evidence of disease is lacking or where signs 
and symptoms have been absent for a long time. It is this latter 
group that draws our interest and requires all the ingenuity of 
both claim and medical men to dispose of, if possible. 

The companies have become so cardiac minded themselves in 
certain districts that we are running around in circles. Cooperative 
work is attempted but does not work out very well because we 
all have ideas that are at variance. It would be my suggestion 
that a committee be formed that would meet with a similar com- 








48 Forty-ninth Annual Meeting 


mittee of the Claim Association and try to work out some method 
of handling the cases so that we would not be blocking each other’s 
efforts. 


Mr. Don Cartos: 


When Dr. Wilson and I first discussed writing this paper, we 
agreed it would enliven your interests and sessions if we disagreed 
frankly on a few points here and there, as we have been in the 
habit of doing privately. For the first time in our twenty-one 
years of close association, Dr. Wilson has let me down—I cannot 
disagree with anything he has said; on the contrary, I heartily 
agree with every statement he has made. 

In going over some of your past year books, I have noted that 
most speakers approaching this problem review the history of it 
up to date. Permit me to present my conception of its history, 
which is short but not entirely sweet. As I see it, there have been 
four phases of the permanent total disability program. First, that 
of enthusiasm born of competitive ingenuity. Second, kaleidoscopic 
underwriting. Third, experience. Fourth, the aftermath. Finis. 


MEDICAL AND CLAIM COOPERATION 


I quite agree that there should be a closer relationship between 
Medical and Claim Departments. A doctor is a wise and ex- 
perienced judge of disabled mankind and knows how human nature 
reacts in varying circumstances. In the difficult claims the claim 
man must have the benefit of competent medical advice and guidance 
to know what he should do and say and, what is sometimes more 
important, what he should not do or say. As Dr. Wilson has told 
you, most of our office visits are made by a Home Office doctor 
and claim man together. What he did not tell you, because of his 
modesty, was the result obtained in Florida last winter in this way. 
Fifty-two cases were inquired into very carefully. The result was 
that twenty-eight of them were found perfectly satisfactory and 
payments continued. Four of the cases were terminated. Nine 
were earmarked for termination. In two of the cases rehabilitation 
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plans were outlined. In the remaining nine, further investigation 
was directed. Incidentally, one of the terminations tentatively 
agreed upon was upset by the failure of another company on the 
risk to cooperate. 


CLiaim DEPARTMENT INVESTIGATION 


An experienced claim man realizes that the Claimant’s state- 
ments, Attending Physician statements, Investigator’s reports, etc. 
form merely a skeleton background that must be filled in by con- 
stant study, watchfulness and a knowledge of the character of 
information that has an essential value. 

The necessary claim facts should be obtained in as friendly a 
manner as possible and unnecessary questions avoided by intelli- 
gent observation. The claim man should be trained to carry on 
his interview with the claimant without taking notes during the 
talk. Interviews, then, prove far more informative. He must 
develop the quality of being a good listener and having a good 
memory to make a complete report without missing any essential 
detail brought out in the conversation. Of course, a claimant 
cannot refrain from discussing all of the medical aspects of his 
case. However, the medical information should be secured from 
the attending physician. 

One feature of these investigations often overlooked is an in- 
tensive age investigation when the disability commences shortly 
before the disability coverage is to expire. In all such cases there 
should be an attempt to ascertain the correct date of birth. A 
misstatement of age to secure a lower premium rate at the incep- 
tion of the insurance also suggests that we are dealing with the 
type of claimant who is attempting to take advantage of the dis- 
ability coverage as a retirement annuity. 

In our Company, the check-up investigations after approval of 
claim and during the continuance of the disability have developed 
some interesting practices. Long ago, we learned that because of 
our practice of mailing disability checks from the Home Office to 
the adjusters for delivery, there was not the same local feeling of 
responsibility in delivering the checks that there was in issuing 
their own drafts in payment of Health claims. We developed a 
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form for the Adjuster to sign each month, stating his justifica- 
tion for releasing the check due that month. This had a tendency 
to swing the pendulum to the other extreme. Apparently the Ad- 
juster felt that he must go out and make manual delivery of each 
check in order to make the report, no matter how certain he was 
that the policyholder was still disabled. 

We then instituted our present practice of suspended investiga- 
tions. The Adjuster now advises the Home Office that because of 
the condition of the policyholder he is suspending investigation of 
continuing total disability for a period of so many months. Unless 
he hears from the Home Office to the contrary, that suspension 
stands on his records and ours. When in the opinion of the 
Medical Department a case presents no question as to its per- 
manency, it is marked “fixed approval”, which means that no 
check-up investigations are made thereafter and the checks are 
mailed directly from the Home Office to the policyholder. There 
is an in-between class of cases where the investigations are put 
upon an annual basis. These practices have conserved a good deal 
of time formerly wasted in check-up investigations. 

We are now considering another assistance to the Adjuster 
from the Home Office Medical Department by advising him that 
a claimant with the type of impairment involved would be ex- 
pected to resume his work, at least partially, in a certain period of 
time. Then, both the Adjuster and the Home Office Claim De- 
partment may tickle that case for that time for a more intensive 
investigation, to determine why the case has not taken the normal 
course toward recovery and resumption of work. 

Of course, some of the claim surveillance goes beyond the type 
of cases discussed by Dr. Wilson. I now refer to the crooked 
claims, the malingerer, and sometimes the alleged disabled. Sur- 
veillance unknown to such claimants often disproves their con- 
tention that they are unable to indulge in certain activities. Frankly, 
we deplore the necessity of shadowing work, and the taking of 
motion pictures, all of which smacks of police methods and is 
inconsistent with the other phases of the claim man’s training. 
However, we have found it necessary to develop a few specialists 
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in this work and have equipped them with motion picture cameras. 
It pays large dividends in stopping the unjust claims. 


THE ATTENDING PHYSICIAN 


We welcome, as you do, the situation where the attending physi- 
cian cooperates with the Company—particularly in the rehabilita- 
tion of the patient. Fortunately, that condition prevails in some 
of the troublesome cases. 


THe MepIcAL EXAMINER 


Even though it be repetition, I do want to raise my voice in 
support of Dr. Wilson’s criticism of having a medical examination 
merely because the Claim Department or the Medical Department 
does not know what to do next. Of course, it does afford a tem- 
porary mental relief but, particularly in the difficult cases, it often 
does more harm than good to the interests of the claimant as well 
as to those of the Company. 


CooPERATION BETWEEN COMPANIES 


Shortly after receipt of first notice of claim the Company should 
ascertain the total disability benefits involved in any other com- 
panies. This is not only to complete the economic or “reward” 
background, but to plan cooperative action by the companies in- 
volved. In permanent total disability claims the companies cannot 
afford to be competitive. Where more than one company is in- 
volved, if one company makes an inadequate investigation or re- 
fuses to participate in a program of rehabilitation, the constructive 
work of the others is hampered. Also, where the disability coverage 
provided by two or more companies is similar, concerted action 
by the companies is desirable. An embarrassing and unfortunate 
situation may result in the event of a discrepancy. The net result 
is that all eompanies tend to follow the lead of the most liberal 
company. 

Unfortunately, although there have been splendid instances of 
cooperation between companies in some of the difficult claims, this 
program in its entirety is really in its infancy. It seems odd that 
in this and in several other respects, the Life insurance companies, 
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with so much at stake, have not yet formed Central Bureaus simi- 
lar to the Association of Casualty and Surety Executives with its 
manifold duties, and the National Fire Underwriters’ Bureau for 
the Prevention and Detection of Arson. These bureaus have no- 
where near the amount of money involved in difficult claims that 
the Life insurance companies have today, particularly under dis- 
ability claims. 


EVALUATING CLAIM MERIT 


Here is where the Medical and Claim Departments must co- 
operate closer than in any other phase of the work. Differences 
of opinion are bound to arise from time to time. I agree with Dr. 
Wilson that the Adjuster should not draw medical conclusions. 
But neither should he leave the conclusion as to the degree of dis- 
ability entirely to the Medical Department. The claimant’s activi- 
ties frequently control, despite the pathology. Then, too, a closer 
scrutiny of the lay investigator’s reports may prompt the Medical 
Department to direct further study which may alter the medical 
picture. This willingness and ability to take into consideration 
all factors of the case is an ideal situation for the Claim Depart- 
ment to find in the Medical Department. Where it is not found and 
the Adjuster’s findings, opinions and recommendations are dis- 
regarded you will find the Adjuster’s enthusiasm lessening, his 
effectiveness diminishing and his value to the Company decreasing 
as time goes on. In what I have said on this subject, I do not 
mean to disagree with Dr. Wilson that the determination of the 
necessity of total disability rests almost entirely with the Medical 
Department upon the findings submitted—until or unless the in- 
tegrity of the information submitted is brought into question. 

In some companies there is a tendency to evaluate a case in the 
light of what would take place in a court room. With this view- 
point, I heartily disagree. It leaves out of consideration many in- 
termediate developments and possible accomplishments of a con- 
structive nature. It is much better to work to the merit of a 
claim than to the law court’s picture—if perchance they do not 
coincide. I suggest that each of you ascertain the percentage of 
these claims your company actually tries in a court room. 
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REHABILITATION 


In this field, the goal is to serve the interests of the policyholders 
as well as those of the Company. It is a single goal—the restora- 
tion of the policyholder. It is definitely harmful to the claimants 
themselves if we do not make every effort within our power and 
combined intelligence to rehabilitate and restore to happy, useful 
life every disabled policyholder who can be so restored. This must 
be done fairly and in the interest of the policyholder. However, 
I shudder when I think of the hundreds of thousands and probably 
millions of dollars being spent by the companies today, not only 
wastefully, but in actual detriment to the interests of the policy- 
holders because of the lack of conscientious, intelligent and pains- 
taking devotion to the problem of rehabilitation. It is no longer 
in the purely experimental stage. Hundreds of actual demonstra- 
tions bear us out in this. 


Unfortunately, the public looks upon these efforts as claim settle- 
ments rather than rehabilitation. Of course, we all have seen cases 
where the settlement is definite and assured, and the rehabilitation 
is a bit speculative. On the other hand, we all have seen cases 
where the rehabilitation immediately after settlement was so swift 
and sure that the speculative element was the settlement rather 
than the rehabilitation. 


The test here is not a clear guarantee that rehabilitation will 
follow settlement; rather, it is fair to ask whether there is any 
chance of successful treatment of the patient so long as the pay- 
ments are continued. In this connection, it is interesting to note 
the remarks of Dr. Raphael Lewy, chief medical examiner for 
the Compensation Commission of the State of New York: 
ial I do not know of a single case (of traumatic neurosis) 
from my very large material, which was ever disposed of unless 
the individual received a monetary remuneration to his own satis- 
faction”. The same principle holds true to a considerable degree 
in many disabilities. 

My remarks on rehabilitation are deliberately limited to the 
settlement type, to supplement Dr. Wilson’s comments on the 
other types of rehabilitation which do not involve final settlements. 
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Within my observation and experience, the case that seems as 
though it should be the most susceptible to rehabilitation and 
yet seems to be the most impossible, is that of the alcoholic. I 
wish you medical gentlemen would give us some light on that 
subject. The only authoritative comment I have been able to secure 
is from a doctor in New York who is making a special study of 
these cases. His tentative conclusion is that alcoholism is an ill- 
ness and not a free indulgence. There is some comfort in this view- 
point, however, especially in the domestic circle. According to that 
theory, all an imbiber has to explain to his wife is that he is “sick 
again”. Seriously, though, I am beginning to wonder if we are not 
doing an injustice in our so-called rehabilitation settlements in the 
alcoholic cases. I hope you will clarify this point. 


THE CuRATIVE TREATMENT DOCTRINE 


This is a field of increasing activity and one that must be very 
gratifying to the medical profession. Many of the courts hold today 
that in order to be entitled to disability benefits a claimant must 
submit to prescribed treatment, surgical or otherwise, which a 
reasonably prudent person would undergo. An exhaustive treat- 
ment of this principle is in the paper entitled : “Recent and Unusual 
Disability Decisions in Accident, Health and Life Insurance 
Claims”, read before The International Claim Association in Sep- 
tember, 1936, by Attorney R. W. Shackleford of Tampa, Florida. 
If you are interested, I refer you to that paper. 


Types oF COMPROMISED AND FINAL SETTLEMENTS 


The principal types of these settlements used either in connec- 
tion with rehabilitation or in termination of unjust claims are: (1) 
Rewriting of the policy to eliminate the permanent total disability 
coverage in return for a lump sum payment for an anticipated 
disability of an agreed duration into the future. Two variations 
of this settlement are to rewrite the policy from an income dis- 
ability form to a premium waiver only, and to rewrite the policy 
with a smaller amount of income disability, leaving the principal 
sum in its original amount. (2) Rewriting the policy to eliminate 
the permanent total disability provision entirely in exchange for 
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what amounts to an annuity contract guarantee—a smaller amount 
per month for the rest of the claimant’s life whether disabled or 
not. It seems to me this is a very illogical settlement. So far as 
I have observed it in the practice of other companies, I think it has 
been far more expensive than the other types, for the value of the 
settlement must be taken as the single premium for the annuity in 
the amount granted at the claimant’s age, on the proper table. 
When this is compared with our average payment of two years in 
advance for surrender of disability coverage, it is out of all propor- 
tion. (3) The payment in a lump sum for an anticipated period 
of total disability of, say, one year, for an agreed suspension of 
the permanent total disability coverage under the policy for, say, 
three years. This type of settlement is well suited to rehabilitation, 
and yet it preserves to the policyholder his disability coverage if, 
at the end of the longer period, his guess and ours prove to be 
wrong as to his rehabilitation. On the other hand, if he proves his 
ability to work up until the time the coverage comes into effect 
again, he has established pretty definitely his disability as an elec- 
tive rather than a necessary one. (4) The true rehabilitation ar- 
rangement, not involving settlement, is for the Company to promise 
definitely to continue payments each month for, say, three to six 
months, while the policyholder makes every effort to rehabilitate 
himself—as an experiment without danger of his losing his dis- 
ability benefits if the experiment fails. In my opinion, this is a 
commendable cooperative measure which no company should re- 
fuse to indulge in the properly selected cases. 

In any of these settlements which involve the payment of a lump 
sum for an anticipated period of disability, there is a growing 
tendency among the companies to use what is called the “Refund- 
ing Clause’”—particularly in the heart cases. It provides that if 
death should occur prior to the end of the anticipated period of 
disability, there will be deducted from the death claim the amount 
by which the anticipated period is overpaid, as measured from the 
date of death to the end of the anticipated period. 

There is another type of settlement suited to the case which is 
questionable at the outset. Recognizing the difficulty of discon- 
tinuing payments in such cases if they are once started, some com- 
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panies do not start the payments but make one settlement in a 
lump sum as the first and last payment, selecting one of the types 
of settlement outlined above. It is not a different type of settlement 
so much as a different timing of settlement, distinguished as it is 
from the final settlement effected after payments have been made 
for some time. 

In one respect we differ radically from the opinions and prac- 
tices of some of the other companies. I refer to the buying up of 
the principal sum of the insurance in settling one of these perma- 
nent total disability claims. There are two reasons for our difference 
of opinion, either one of which seems to us to be sufficient. First, 
it is very poor strategy to allow the settlement discussion to pro- 
ceed along the lines of the surrender of the policy itself. Im- 
mediately there arises in the mind of the claimant, the figure of 
the face of the policy. The negotiations from that point on are 
downward from a top figure, whereas the true situation is that 
the company is contending it owes nothing more whatever, but 
may be willing to pay some small anticipated period for total dis- 
ability in exchange for the rewriting of the policy without the dis- 
ability provision. The results of these settlements prove our point. 
Those who buy the principal sums of the insurances on lives which 
they claim are not disabled, or sometimes not even impaired, pay 
on an average of two or three times as much as does our Com- 
pany in the same type of claims. In fact, the difference is so well 
known to certain attorneys in New York City that they have a 
schedule of insurance companies showing approximately how 
much each one pays on the average in settlement of disputed dis- 
ability claims. That list runs all the way from 100% of the face 
of the policy down to 20% of the face. At the top of the list are 
companies which attempt to buy the principal sum in with the 
disability coverage. At the bottom are the companies which refuse 
to buy the principal sum but confine their settlements to the dis- 
puted portion of the contract. 


My second reason for refusing to indulge in the practice, is that 
almost every such claim is under a policy incontestable as to its 
principal sum. There is no justification for depriving the policy- 
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holder of that coverage. He cannot replace it with new insurance. 
He is entitled to keep it, by every standard and practice of the life 
insurance business. 

Another field I think we should all refuse to enter is the buying 
up of the small $1,000 and $1,500 policies with disability claims 
under payment. They are easy to buy. Usually, the policyholder 
is destitute and many times asks the company to buy his policy and 
terminate the claim. However, studies in similar fields show that 
a small amount of capital furnished to this type of policyholder is 
usually dissipated in a short time. Not only is an injustice done 
the policyholder and his dependents, but when his death occurs the 
company is very apt to come in for criticism for having profited 
at their expense. 


CLAIM PERSONNEL 


In conclusion, just a few words on the claim personnel, in which 
we all are interested. 

Considerable time and patient effort are necessary to develop a 
new man properly. First, he should be enthused by being shown 
that this is the most fascinating and complicated subject in the 
Life insurance world today, with its human interest problems and 
opportunities for constructive work. As he progresses he should 
be taught that the Company’s forms are guides and not limitations, 
and that he is not merely a clerk bound by rules and regulations. 
As soon as he has grasped the work and shows ability in it, he 
should be given more latitude to exercise his discretion. He should 
be given more responsibility and more authority. Finally, he should 
be counted a partner with the Home Office, and shown that the 
Home Office is in the service of the Field, as well as the Field is 
in the service of the Home Office. I earnestly recommend that 
every man handling claims, be he a new man or one of considerable 
experience, read Dr. Wilson’s paper delivered here today. 

Only men of the highest grade should be selected for claim work, 
which requires men of analytical ability but, above all, an inherent 
sense of what is fair and equitable. 

I feel sure we are all agreed upon the necessity of a careful selec- 
tion, training and recognition of a claim personnel competent to 
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cope with what may be called a chronic emergency created by 
the permanent total disability program. It is a problem not only 
of human relations, which in itself calls for keenness, consideration 
and diplomacy, but it is more often a problem of abnormal human 
relations. The claim problems of today and the methods of solving 
them are vastly different than they were even ten or fifteen years 
ago. It is surprising, therefore, to note the hesitancy and apparent 
reluctance of many companies to reorganize and recognize their 
Claim Departments on the new basis. Failure to do this is costing 
them many times the expense of proper claim administration. 


Dr. ScHotz—Dr. Moorhead has specialized in traumatic surgery 
and is nationally recognized as an authority. He is Professor of 
Clinical Surgery, New York Post Graduate Medical School, 
Columbia University. During the late war he was overseas with 
the American Expeditionary Forces—a Lieutenant Colonel of our 
Medical Corps. He is one of the very few medical men awarded 
the Distinguished Service Medal, and he received other decora- 
tions—the Croix de Guerre and the Legion of Honor. Dr. Moor- 
head is the author of two surgical textbooks. You all have seen 
his biography “Harlow Brooks, Man and Doctor”. 

Dr. Moorhead is very cognizant of life insurance disability 
problems, and we are indeed fortunate that his kindly generous 
spirit permits us to listen to his discourse today. 


Dr. MoornEap—After that kind of a colorful introduction, I 
think I ought to call myself a Professor of Chromatic Surgery 
rather than Traumatic Surgery! I assure you that I am glad to 
be here, although I feel a little bit out of place. 

Now, this (indicating) is not my manuscript; it is not as large 
as that, but so that I may get off to a start with something that I 
am supposed to know something about, I want to pass around here 
a substitute for plaster of paris which I have been working on for 
some time, and I pass it around to you even though it may be a 
little out of place here among a group of medical men. But I am 
quite sure that you have in some of your claim work occasionally 
had a disability as the outcome of the wearing of a very heavy 
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plaster of paris cast, with the cumbersome proposition that so 
often assails the use of that kind of apparatus. 

I pass around a splint that has been made of this new material, 
which is translucent in the X-ray and which will be literally trans- 
parent when viewed through the outside layers. This particular 
one is not because it has a base of cotton on it. It is not irritating, 
it is non-inflammable, very light—incidentally, rather light in 
cost, too—and I pass it around so that I can get aboard my own 
ship before I inflict on you the paper which I have in my pocket. 
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TRAUMA AND DISABILITY 
By Joun J. Mooruweap, M. D. 


Professor Clinical Surgery, New York Post-Graduate Medical 
School 


It is a pleasure and privilege to appear before your group. In 
many respects our work is similar, inasmuch as the question of 
disability confronts us so often, and our attempts at computation 
of end results is so vital. Your work leads to a financial appraisal. 
So does mine. Your work often seeks to evaluate the lessened 
earning capacity of the individual. So does mine. Your decision 
may determine the future social status of a claimant. So may mine. 

If thus we are both alike interested in end results, what are the 
criteria we employ before reaching a decision? 

In what I have to say, my approach is from the standpoint of 
a surgeon long employed in the treatment of the injured. Because 
of that, the evaluation of end results in terms of working capacity, 
is an element of great concern. 

Let us explore this question of disability before we mention 
details. By the term “disability” we mean resultant inability or 
incapacity because of some imposed physical or mental handicap 
arising out of a given pathological source. We say further that 
this disablement may be complete or total; or incomplete or partial. 
By “complete” or by “total” we mean that the subject is incapable 
of resuming any occupation whatsoever. We do not mean that 
the subject can pursue another or a substitute occupation perhaps 
requiring less physical or mental effort. Naturally there is much 
controversy in applying this standard, for we all know how physical 
and mental handicaps are surmounted by the sturdy and the cour- 
ageous when the spur of necessity demands. We also know that 
this spur, this self-reliance, is lessened or is lacking when financial 
aid is forthcoming. The possibility of converting a temporary 
physical catastrophe into a permanent financial subsidy is not with- 
out attraction. Virtually, the recipient of a total disability rating 
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becomes a pensioner. In passing, let it be said that in many states 
the Compensation Laws are in their application very closely akin 
to Pension Laws. 


If thus total disability means total incapacity, then partial or 
incomplete disability means temporary inability to pursue an 
accustomed occupation. Here the dividing line is less sharply 
drawn and is hence less controversial. 

Irrespective of these two basic divisions of disability, we have 
a third classification to which I would revert because it is so com- 
plex and so difficult to appraise. 


Here now I come into closer contact with your work. I refer 
to the claim that an injury has aggravated, activated or accelerated 
a disease which in and of itself is non-traumatic in origin. For 
example, endarteritis, endocarditis, cerebral apoplexy, diabetes, 
visceral malignancy, brain tumor, stomach ulcer, appendicitis—all 
of these, it is claimed, and many more, can be influenced by a 
trauma even though the latter is remote in point of time and distant 
anatomically. This “aggravation due to injury” is a factor of great 
importance, and I know it has puzzled you just as it has puzzled 
me. Strangely enough, the men who see the smallest number of 
injuries report the greatest number of odd and unusual complica- 
tions and are most insistent in alloting to an injury many diverse 
and distant effects. Recently at the N. Y. State Medical Society 
meeting I read a paper entitled “The Aggravation of Disease by 
Injury”, and I refer any of you interested to the forthcoming 
publication of that address in the State Journal. My thesis was 
that this alleged aggravation was a reality, but it was not prevalent ; 
and that to occupy an accepted place, certain criteria should exist. 
These I named, alloting to each of them a ratio which my own 
experience seemed to justify. Strange as it may appear, in my 
service at the Post Graduate and at the Reconstruction Hospital 
we do not see these dire effects in the reasonably large opportunity 
we have in the treatment of the injured. Further, for a long time 
I have taken care of the seriously injured employees of the subway 
systems, and over the years there has been abundant opportunity 
for a prolonged and close follow-up. Here also, I am impressed 
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by the clinical fact that the effect of injury usually expends itself 
on the injury itself and the related immediate complications, and 
that remote or distant effects, from a time and from an anatomical 
standpoint, are relatively rare. Thus I find myself in accord with 
that group of active clinicians who do not accept the view that 
trauma is an important contributing factor in disease processes. 
Further, I do not subscribe to the doctrine of “lowered resistance” 
from trauma; and in point of fact that viewpoint does not often 
stand in causal relationship in my experience. 

Trauma has no incubation period; the effects of injury register 
at once and there is no prodromal interval. Likewise the complica- 
tions are directly and not remotely sequential, and the interval 
period is filled in by symptoms that are appropriately connected 
by definite pathological manifestations that have been repetitious 
enough to be writ large in our book of experience. Most of the 
bizarre or unusual alleged effects of injury are the creation of a 
medico-legal concept and do not emanate from a surgico-clinical 
concept. They are rarely seen except in cases involving a financial 
claim. Today the emphasis is less upon traumatic neurasthenia 
and its allies, and it is more upon the backaches and the headaches 
and the shoulder aches which are said to cause disability. The old 
standby “Railroad Spine” has given way to “Painful Spine”. The 
initial concussion from a blow on the head is now elevated into 
the “psychasthenia” that only a psychoanalyst can evolve by a 
process that more suggests a mental cataclyst than that of a prac- 
tising surgeon. To be sure, there are painful backs and heads as 
the outcome of injury; but when they occur from episodes inci- 
dental to football, baseball, hockey and skiing, it is clinically of 
note how speedy is the recovery by comparison with a similar set 
of injuries that are compensable. It cannot be that our therapeutic 
effects are so valuable in one group of patients and so valueless in 
another. In the one case it appears that we give relief ; in the other 
the patient goes on relief. 

When an attempt is made to evaluate an end result, there are 
various criteria we should employ irrespective of the age, sex, 
race, occupation or social status of the individual. For many years, 
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I have attempted to make this rating in figures of mathematics 
rather than in figures of speech. It is much more accurate to assay 
by percentage rather than by adverbs or adjectives. Accuracy is 
not promoted by the use of such terms as “good”, “fair” or “poor”. 
Agreement is not any more likely thereby than if we tried thus 
to estimate the relative merits of horse show exhibits. 


With this object in view we adopt the plan of agreeing that 
function, the capacity to perform, is the chief element in the end 
result. Next we agree that the state of repair is the next important 
phase, and this we call union. Following this is the final factor, 
and this we term contour to denote the external appearance. 
Therefore we have three basic factors, Function or F; Union or 
U; Contour or C. We allot to F (Function) 60% ; to U (Union) 
20% ; to C (Contour) 20%. Thus for a perfect end result, our 
formula F=60, U=20, C=20=100%. With this scheme in view 
it is relatively easy in mathematical terms to denote the final out- 
come, and I submit that thus our appraisal approaches a measur- 
able degree of accuracy. 

One merit of the formula is that we can apply it to the pre- 
treatment as well as to the post-treatment phase. We should be 
able to agree on some standard, and while these denominators are 
arbitrary, nevertheless they comprise all the features connoting 
finality. Even in a beauty contest there are elemental necessary 
factors before the judges dare to appraise the relative merits of 
the flappers in the exhibit. I am not bold enough nor yet old 
enough to concede that the flapper brigade will always rate highest 
as to function when the element contour rates so shapely or so 
high. 

The efforts at rehabilitation play a most important part in 
determining an end result. Here the willing co-operation of the 
patient is necessary, and in compensable cases this is often sadly 
lacking. The will to get well, the incentive to recovery is often 
removed, the determination to overcome handicaps does not always 
pertain. It is human to make a defect an asset if the gain is worth 
while, and to overcome that state of mind is a difficult problem. 
In an injury it is needful for the patient to actively assist in the 
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reparative process, and an inert attitude is akin to defeatism. No 
type of physiotherapy will wholly replace self-activity. Prolonged 
baking and massage does not equal the warming effect of muscular 
activation incidental to self-use. The various allies of physiotherapy, 
the rays, the lights and the innumerable modalities are of course 
valuable as psychic stimuli; but if the patient is lacking in co- 
operative desire, these factors often become deterrents rather than 
accelerators. To take away the crutches and apparatus after the 
broken leg is strong, is just as necessary as the initial setting of the 
fracture. If we permit the patient to become habituated to the 
maternal font or the paternal purse, it is very difficult to reach 
the weaning stage. To substitute the do it yourself phase for the 
do it for me, is a step toward recovery and usually means speedy 
reparation. We all have various accelerators toward recovery in- 
cidental to the treatment methods employed. One of these is to 
enhance the faith and confidence of our patient by the attentive 
and thorough care bestowed. Another is to let the patient know 
that recovery is the rule because we have had many similar patients, 
many of whom had not the physique nor the mental stamina of 
the patient we are then treating. I have had patients respond when 
all else seemed to fail by recounting injuries I had seen during war 
service in France. This has often aroused the doughboy spirit 
which to me was the acme of courage, and it was the rule rather 
than the exception. To tell a patient he is “a good soldier” is to 
arouse something like patriotism, and of course that is much easier 
if the patient was in the service and perhaps indeed he served in 
the sector where you were. One of the hard things to overcome, 
next to the patient’s inertia, is to counteract the opinion of an 
outsider who has predicted some harrowing permanent end result. 
Unfortunately such an opinion is often volunteered by a doctor 
who knows little of the case in hand, indeed knows little as to the 
management of the kind of case you are treating. Another de- 
terrent is the change from doctor to doctor, and naturally the suc- 
cessive medical attendants view the case from different angles and 
thus express different opinions. Then again we have the vary- 
ing opinion of so-called experts. Take as an example, a back in- 
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jury. One group of surgeons wish to treat the patient as ambula- 
tory and suggests light work. Another surgeon advises prolonged 
rest in bed. Still another surgeon advises a radical operation. 
Each opinion is based presumably on the personal experience of 
the surgeon rendering it; but they all cannot be right. One vice 
of the examination by an expert is that the time alloted for a 
complete and detailed survey is much too short. Again, the 
examiner may see the patient at his best or at his worst. Further, 
the patient is aware that his own narration of symptoms should 
be very complete, and hence he may give undue prominence to 
some of them. The effects of injury usually register themselves 
with tolerable certainty so that they are demonstrable by physical 
examination and by X-ray. But pain is not always thus demonstra- 
ble; nor is fatigue, nor is dizziness; nor many other subjective 
complaints. My own plan is not to render a positive opinion in 
a doubtful case until I have had a reasonable period of observa- 
tion. For some time I have hospitalized patients for a complete 
survey when I was in doubt after my initial examination in my 
office. This experience has been very helpful to the co-operative 
patient and very disastrous to the non-co-operative. A hospital 
stay of a few days has cleared up many points of dispute, and 
for a patient desirous of cure it has been a stimulating experience 
to see others far worse than he is, and yet they are on the road 
to recovery. Incidentally, a hospital stay gives the patient a greater 
grade of confidence in the examiner because he can hear from 
other patients what manner of man the surgeon is. A hospital 
stay is a bad place for a faker because he is unable to always stay 
on guard. It is also bad because the other patients do not like to 
see anything put over on their own surgeon, and have no hesitancy 
in telling the faker just exactly what he is and what he had better 
do about it. I recall a patient sent me by the U. S. Compensation 
Commission. For some years he had been receiving compensation 
because of a crippled right hand which he kept tightly clenched. 
The diagnosis was hysteria or fakitis, and I inclined toward the 
latter. He was an Italian and pretended to talk no English. He 
was given the run of the ward for a couple of days and had ap- 
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parently no difficulty in unclenching his hand when he wanted to 
eat. I had a badly injured policeman in that same ward and so 
the privacy of my Italian patient was not what he would have 
chosen had he known about it. We soon came to the conclusion 
that this fellow was not even a clever faker, and we finally photo- 
graphed him on several occasions with his crippled hand acting 
just like his other hand. For our back cases we often inject the 
sacro-iliac or lumbo-sacral regions with enough novocaine to actually 
abolish pain, and ask the patient if the pain is better or worse. The 
faker is unaffected by enough novocaine to accomplish anesthesia ; 
but the real patient reacts normally. It is only by a careful and 
often prolonged scrutiny that we can be certain we are doing justice 
alike to the assured, the insured and the examiner. I recommend 
to you this plan of sending more of your patients for hospital sur- 
vey rather than for an office or a house examination. 

We are as a profession greatly in need of a Medical Court of 
Appeals to which we could refer disputed cases for final decision. 
This Court could be chosen from internists or surgeons of known 
repute, from the professorial group, and from those selected by 
local, state or national medical societies. They would be referees 
chosen because of known character and ability and we would all 
willingly abide by their decision. They could be allotted to various 
sectors throughout the nation and their term of service and their 
pay could be readily determined. The manner of selection would 
not be difficult after certain standards for eligibility were deter- 
mined. Suppose we had such a final tribunal for many of our dis- 
puted and mooted problems, do you not agree that the stigma we 
now bear as to divided opinions would vanish? For example, let 
me cite the question of so-called traumatic hernia. Most surgeons 
do not believe such an entity exists, and as many of you know, I 
have written and taught on this topic for many years. Suppose 
the question was finally adjudicated by the Medical Court of Ap- 
peals, would not just this one issue make the work of the Court of 
real value? In my own experience, I have never known of a single 
case of inguinal hernia to be induced by an isolated injury. Every 
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authority agrees that injury can only aggravate or accelerate, and 
that it cannot in and of itself cause a hernia. 


At the coming meeting of the Interstate Post Graduate Assembly 
in Philadelphia I am reading a paper in which an analysis is made 
of 1,000 cases in which I have operated for so-called traumatic 
hernia. My thesis is that trauma never produces and very rarely 
aggravates a pre-existant inguinal hernia. 

One factor in this proof rests on the law of averages based on 
statistics from the Surgeon General’s Office. These figures show 
that in the war period when men between 21-30 were drafted, 
4 per cent. were rejected because of hernia. If during that age 
period of less than 30, 4 per cent. are herniated, I assume that a 
percentage of ten would be reached if the age limit was 50 instead 
of 30 years. If that is so, then at least 10 per cent. of my injured 
patients between the ages 21-50 are already herniated whether they 
know it or not. Reasoning thus, I conclude that my patients who 
have such injuries as fractures of the spine or pelvis or hip, or 
trauma to the trunk or abdomen, should show some evidences of 
an aggravation of their hernia. Certain it is that trauma of this 
sort would impose more intra-abdominal strain than lifting, push- 
ing or a distant blow; for we all concede that intra-abdominal force 
suddenly applied is the prevailing factor in hernia production. 
Have I ever been called upon to treat a patient after such injuries 
for a co-existing hernia? The answer is “no”. Further, what does 
my patient say to me when I am operating under spinal anesthesia 
or local anesthesia if I tug on the omentum or intestine? He tells 
me of great pain even though partly anesthetized. If thus ren- 
dered insensitive, how much more should he complain if the hernia 
is aggravated while he is at work? 

Further proof is to the effect that I have operated within a 
few hours of the onset of a hernia alleged to be due to a given 
trauma. Under such circumstances there should be evidences of 
recent trauma, for virtually we are performing a biopsy. But even 
under these recent conditions I have found nothing to denote sudden 
invasion ; hemorrhage, ecchymosis, exudate, reddening of the peri- 
toneum are all absent. My belief is that trauma capable of pro- 
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ducing an acceleration or aggravation of a hernia should give evi- 
dences of an acute traumatic peritonitis and this will be manifested 
by definite clinical and pathological signs. Clinically by pain, swell- 
ing, ecchymosis and shock, all combined causing immediate dis- 
ability. Then at operation we should find the recent evidences 
just narrated. The final proof is the pathological examination of 
the hernia sac. For many years it has been my habit to send the 
sac to the pathologist and the invariable report is that there are 
definite signs indicative of chronicity. Hence, then here are grouped 
the evidences we seek as to any lesion—the etiology, the sympto- 
matology, the operative findings and the pathological report. All 
of these indicate that trauma plays the role of a coincident mani- 
festation, an announcer of the event, directing the attention to 
something that has long existed. To me, hernia is a slowly develop- 
ing disease entity that sooner or later becomes apparent enough 
to be seen and felt by the possessor and by the examiner. 

Trauma is responsible for enough without accusing it of causing 
appendicitis, arterio-sclerosis, tuberculosis, aortic aneurism, cere- 
bral apoplexy and a host of other lesions that have a time-worn 
and time tested etiology of their own. As yet I have not heard of 
tonsillitis arising from a blow on the neck, although goitre has 
been claimed. Nor yet has hypertrophy of the prostate been re- 
lated to a fall on the buttocks nor to a sit-down strike. But piles 
have been claimed. Pyo-salpinx from abdominal trauma has been 
claimed ; and with that I am in agreement if you will let me tell 
you the kind of abdominal (or abominable) contact I mean. 

Thus, unless we continue to assert the value of the clinical 
observation of our forefathers and of ourselves, we are on the 
road toward a new deal type of etiology that is sure to take us 
far off shore and land us on the rock bound coast of unchartered 
territory to be battered by the waves of adversity and be engulfed 
by the tides of indecision and uncertainty. 

Let us reassert our belief in what we know, based on what we 
have seen, and what we have proved indisputably again and again. 
Let us insist on medico-surgical belief and not on medico-legal 
make beliefs. Let us cling to the tenets of our profession founded 
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on realistic evidences that are as axiomatic as a geometrical problem. 
Let us not be swerved from the moorings of safety by the attrac- 
tive verbiage of those who seek thus to lure us from an anchorage 
that is as strong as our rock of ages, the heritage we have received 
from our predecessors and which we are passing on to our suc- 
cessors. 

Hence I bid you to be firm in upholding the creed you possess ; 
do not be swerved from facts; seek to maintain your position, and 
let me maintain mine for we know the foundation on which we 
rest has withstood and will continue to withstand every assault, 
even if at times it appears as if the lessons of experience are to 
be swept aside. This is the age of trial and error, this is the era 
of seeking something for and from nothing; but such ideas are 
just as fundamentally unsound medically as they are economically. 
After all, truth will prevail despite District of Columbia edicts or 
the pronouncements of false prophets in society or in medicine. 


Dr. ScHotz—Dr. Moorhead, you have honored us with a 
splendid discussion. You have given us some new and apropos 
thoughts. I thank you, sir! 

That dear colleague of mine, D. W. Hoare, M. D., is particularly 
qualified for disability discussions because of his long experience 
with disability cases and his human interest in and sympathy for 
those who are disabled. He gave this Association, in 1936, a very 
excellent thesis on disability, so I have asked him to discuss the 
Wilson-Don Carlos production. 

Dr. Hoare you have our attention. 


Dr. Hoare—As one who has had a rather close relationship 
with disability claim work and particularly with the medical side 
of that work, I have looked forward to Dr. Wilson and Mr. Don 
Carlos’ paper and have read it over with a great deal of interest 
and profit, and to those of you who have not to date had an 
opportunity to peruse it I heartily recommend that you do. Every 
one connected with claim work should study it carefully. The 
essayists, possessing a wealth of experience, are intimately ac- 
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quainted with the claim problems of the present day and have 
covered their subject in a comprehensive and instructive manner. 

The topic is not an idle one. For the past fifteen years, life in- 
surance companies have watched at first the gradual and then the 
rapid development of disability claims. The importance of the 
problem confronting the companies today can be realized when we 
consider that during the year 1937 the life insurance companies 
of the United States and Canada paid out a grand total of 
$120,468,528 to indemnity policyholders on disability contracts. 
No one questions the fact that there is a tremendous amount of 
morbidity in the population at large. A recent survey of 3,000,000 
persons, one-half of whom were under forty-five years of age, 
conducted by the United States Public Health Service, showed one 
person out of six in the United States suffers from some chronic 
disease. The ratio would not be so high if insured lives only were 
considered in such a survey, because the study revealed that the 
average of days lost is about three times as great in families on 
relief as in families with an income of $3,000 or more. 

The handling of disability claims was something alien to the 
home offices of life insurance companies. We have had to evolve 
a procedure through trial and error, which is inevitably costly. 
We recognize that the majority of claims are made in good faith— 
whether the claimants are actually entitled to benefits is another 
question. A number of claims, on the face of the proofs presented, 
are definitely established and prove so upon investigation, and 
terminate after a reasonable duration. “We cannot tell what may 
develop in any given case”, comments Dr. Wilson; consequently, 
we should, as he indicates, proceed along the basis that most claims 
are “potentially capable of rehabilitation”. I think this viewpoint 
is most important. In June, 1932, about 25% of the active claims in 
the Penn Mutual were ones on which benefits had been paid for 
five years or longer. In June, 1938, the Company was still paying 
benefits on 54.5% of that particular group. 34.5% of the latter 
have been receiving continuous indemnification for fifteen years 
or longer. If we had forseen the probable duration of these 
claims and with proper timing had attempted to get these claim- 
ants back to work, I do not have a doubt that at least a number 
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could have been successfully terminated. The passage of time now 
makes it an impossible task. 

Mr. Don Carlos observes that an experienced claim man realizes 
that the claimants’ statements, attending physicians’ statements, 
investigation reports, etc., form merely a skeleton background that 
must be filled in by constant study, watchfulness and knowledge of 
the character of information that has an essential value, and Dr. 
Wilson points out that in the review and intelligent handling of 
any long term disability certain fundamental factors must be given 
due regard and carefully evaluated. These factors are: The eco- 
nomic condition of the claimant; occupational capacities ; domestic 
status and responsibilities ; environment and mode of living. Those 
of us who are daily in touch with claim work easily recall numerous 
cases in which one or more of these factors were paramount. How 
often have we seen the permanent residual of disease render a 
policyholder incapable of following his usual occupation but not bar 
him from other lines of occupational activity. Have we not, time 
and time again, seen cases in which the wife dominated the picture; 
was ever present at interviews and dictated the symptomatology for 
the husband? I cannot help recalling an outstanding example in 
which Dr. Wilson’s Company and my own, along with others, 
were involved. This was the case of a physician who alleged that 
he continued disabled due to Parkinsonism resulting from a sup- 
posed attack of Encephalitis Lethargica. To this claimant the 
companies had paid benefits for ten years with a seemingly unend- 
ing sequence of claimant’s and physicians’ statements, examina- 
tions and investigations, and when the denouement came last year, 
we realized somewhat to our surprise the part that was being played 
by the claimant’s wife. 

In this particular case it is quite probable that for a period of 
time the claimant was totally disabled and entitled to benefits but 
a well conducted surveillance, a year ago, revealed activities in- 
consistent with those of an individual alleging total disability, yet 
when the claimant was brought before the specialist for examina- 
tion, the claimant’s wife insisted her husband was unable to walk 
unassisted and was incapable of talking intelligibly, but both of 
these things the specialist discovered the claimant could do very 
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well after his wife was asked to leave the room. The claim has 
been terminated and we have had an informative experience. 

I am quite in sympathy with Dr. Wilson that if we are going to 
request special examinations the examiner should be given carte 
blanche to investigate, otherwise the results are frequently of 
limited value to us. The examiner should have the benefit of the 
attending physicians’ reports and any previous examinations that 
have been made by the company. He should be advised of any 
apparent discrepancies between alleged and reported activities. It 
is time well spent for the claim man to go over the entire file with 
the examiner before interview with the claimant takes place. The 
examiner should be allowed the privilege of calling in consultants 
as Dr. Wilson suggests. The attending physician’s presence is 
desired ; in fact, the companies interested would be glad to have him 
attend. 

Illustrative of the value of a detailed examination is the following 
case—a policyholder, age 23, in 1930, filed the customary proofs of 
claim for disability annuity benefits—three companies were inter- 
ested. Disability was alleged to be due to a state of nervous ex- 
haustion, general weakness, loss of weight and an afternoon tem- 
perature of 100. He had recently been to one of the largest clinics 
in the country but no definite diagnosis had been made. His family 
physician was advised to treat the case as one of occult pulmonary 
tuberculosis. The claimant, as time went on, proved to be a very 
non-cooperative type of patient. He would not follow any pre- 
scribed regimen. During the course of the next four or five years 
he was examined by some very good physicians. The claimant was 
always able to muster up enough symptomatology to convince these 
physicians and the companies that his benefits should be continued. 
The physicians always leaned towards pulmonary pathology, yet 
we who were following the case could not understand if pulmonary 
tuberculosis was the existing cause for this claimant’s symptoms 
why his condition was neither improving nor growing worse, par- 
ticularly worse in view of his failure to follow treatment. 

The claim was terminated in July, 1937. However, in July of this 
year we were requested to reopen it. The attending physician 
certified that the claimant had been ill three months and had shown 
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an increase in the activity of the pulmonary infection. On this oc- 
casion we sent him to a recognized internist, to whom we gave a 
complete history of the case and asked him to render an opinion 
as to whether there was pulmonary pathology. The examination 
was made and the specialist reported that there was in his judg- 
ment no pulmonary tuberculosis but he would like to hospitalize 
the claimant for further study. We advised him that he was at 
liberty to do so. We recently received the final report. 

“An enlarged, firm, irregular gland, plus slightly bulging eyes 
with tremor and tachycardia in a thin nervous individual with a 
Basal Metabolic Rate of +80 must spell thyroid disease.” 

The claimant has since consulted a thyroid specialist who con- 
curs in the diagnosis. For the first time in the history of this 
claim I feel that we are getting at the source of the disability. 

In those instances in which we have a claim based upon a diag- 
nosis of a possible psychosis and the attending physician happens 
to be a psychiatrist or there has been a history of psychiatric con- 
sultation, our experience would indicate that it is wiser to have two 
independent psychiatric examinations made, if the diagnosis of the 
first examiner employed by the Company is at variance with that 
of the attending physician, before attempting a termination or 
settlement. 

During the past summer I saw a report from a neuro-psychia- 
trist, employed by the interested companies, on a claimant who was 
supposed to have a definite psychosis. The claimant had been 
receiving benefits for eleven years. A claim man had taken the 
trouble to go carefully over his company’s file with the specialist 
and this review must have been a tedious one. The entire medical 
history was reviewed along with the data of a recent surveillance 
report relating to apparent inconsistent activity. The specialist 
handed down a diagnosis of malingering but with the suggestion 
that the claimant be reviewed by a neuro-surgeon because of a 
history of trauma at time of origin of claim. A neuro-surgeon 
examined the claimant and reported that in his judgment the latter 
was suffering from a dementia of an organic type. A second neuro- 
surgeon was then called in and after a careful review of the case 
gave it as his opinion that there was no objective evidence of organic 











74 Forty-ninth Annual Meeting 


disease or injury of the central or peripheral nervous system. 
To date a final disposition has not been made of the claim. 

Another claimant, age 47, lost his wife in 1929 and due to grief 
and financial worry had a so-called nervous breakdown in 1933. 
His claim was approved and after two years terminated. We hear 
no more from him for another year when a second claim is made 
based on recurrence of symptoms. Attending physician states his 
patient has manic depressive psychosis. He is examined by a neuro- 
psychiatrist who reports that he is undoubtedly a malingerer. A 
second examination is requested by the company, by another neuro- 
psychiatrist and he agrees with the attending physician that the 
claimant is definitely incapacitated. 

When we come to the question of rehabilitation, I again cannot 
but agree with Dr. Wilson that we must first attempt to obtain 
the earnest cooperation of the attending physician who, undoubted- 
ly, is the key man in most of these cases. It seems to me the pul- 
monary tuberculosis group offers an excellent field for this work. 
I have always been opposed to terminating benefits unless there 
was fairly definite evidence that these claimants could carry on. 
Some time ago a Medical Director of a very excellent sanatorium 
wrote me: 

“T think I could write an essay on the fallacy of our public 
and private charities in cutting off relief to tuberculosis pa- 
tients as soon as they are discharged from the sanatorium. The 
necessity for increased effort to meet the budget of expense 
generally results in reactivation of the disease with a conse- 
quent further period of sanatorium treatment often longer 
than the original period.” 

On the other hand, I fear there is a tendency for the specialist 
or the attending physician, as the case may be, to procrastinate 
unduly in terminating the rest treatment. A physician who has 
done considerable claim work expressed his views on this subject 
in a personal communication as follows: 

“Tt might interest you to know that we have been watching 
very carefully during the past three or four years, cases under 
disability coverage, in some form or another, said to have a 
pulmonary tuberculosis. Probably, I would have to concede in 
practically all the cases that the X-rays and physical findings 
justified such a diagnosis—yet actual evidences of activity 
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were absent, or at least the case was quiescent when we brought 
pressure to bear, not only on the claimant but on his attending 
physician, to engage and be permitted to engage in some active 
work, even if only for two or three hours a day. At first we 
had a great deal of difficulty in persuading the attending 
physician to consent, for it meant the upsetting of the daily 
tuberculosis programme. The results have been very gratify- 
ing, not only to the companies involved but in the long run to 
the claimants themselves and to the attending physicians. It 
was found that there was a marked improvement in the mental 
attitude, due to getting away from those who were similarly 
afflicted, perhaps worse off than the claimant; also to giving 
him some definite constructive channel into which his mind 
could be guided. Not one case has been injured, although I 
recall one that did go back to bed for several weeks—when all 
sorts of things were said about us and the pressure we had 
used ; however, this was not a relapse after all, but an entirely 
different condition which demonstrated a stone in the kidney, 
which was removed, with perfect health thereafter.” 

A short time ago I had the opportunity to talk with a psyhciatrist 
who has been doing considerable work in the rehabilitation of 
disability claimants. His contention was that in addition to the 
clearly defined nervous and mental cases there are many claimants 
belonging in other groups who can be greatly benefited by psychia- 
try. He referred to some cases in which the companies had been 
paying benefits for a period of years, due to disability originally 
based upon organic disease, that he had been able to assist in 
returning to gainful occupations. One case in particular had been 
drawing benefits for eight years. The claim originated on the 
basis of an attack of coronary occlusion. 

I do happen to know that some of the companies have had fav- 
orable results in the use of psychiatric aid. We know organic 
lesions produce disability but we have too often seen claims pre- 
sented for continued disability even although there was demonstra- 
ble evidence that there was marked improvement, arrest or even 
cure of the primary disease because during the course of this dis- 
ability there had become engrafted upon the organic factor a 
neurosis that in time became the predominant feature. 

If the neurosis in these instances is treated intelligently and re- 
adjustments of mental outlook secured, and herein lies the role 
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of the psychiatrist, we shall undoubtedly find a profitable field in 
our rehabilitation program. It is my opinion that in the future 
the Claim Departments of Life Insurance Companies are going to 
seek and welcome the aid that the psychiatrist has to offer them 
in some of their problems. 

In discussing the subject of rehabilitation I particularly want 
to emphasize that the smaller companies labor under a severe handi- 
cap as compared to the larger companies in not having an ade- 
quate field claim organization. Our volume of business does not 
warrant us in setting up and maintaining such an organization. 
We lack what Dr. Wilson has termed the men on the firing line, 
and, unless you have claim men located over your territory, your 
contact with the claimant and attending physician is not sufficiently 
close to be productive of best results. In the Company with which 
I am associated we do attempt to rehabilitate the occasional case, 
but as a general policy not to the extent that Dr. Wilson’s Com- 
pany is doing. 

Mr. Don Carlos raises the question if the companies may not 
be doing an injustice in “so-called rehabilitation settlements in 
alcoholic cases”. This question may well merit consideration. 
People generally regard alcoholism as unethical conduct, elective 
on the part of the individual. This attitude is to be regretted. On 
more than one occasion, when claims based on alcoholism were 
presented, I have found myself in disagreement with some of my 
associates in the Claim Department on their position that the cause 
of disability was elective and within the realm of personal preven- 
tion, and that the case should not therefore be approved. 

I have seen a friend on more than one occasion shed bitter tears 
of remorse after an alcoholic debauch and pledge himself in good 
faith to give up the habit, only to relapse after varying periods of 
abstinence. There comes to my mind a man, who after taking the 
cure, became a very outstanding and prominent citizen. After a 
period of a few years, during which he was a teetotaler, he 
commenced drinking again and went rapidly down socially and 
otherwise. As physicians in hospitals, we have all seen alcoholic 
patients returning periodically for treatment. 
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Why do these persons drink to their own detriment and why are 
cures so difficult to effect? An explanation is splendidly outlined 
in an excellent book published this year by Dr. Edward A. Strecker 
and Francis T. Chambers, Jr.—‘‘Alcohol—One Man’s Meat”. 


The authors classify people who indulge in alcohol into two 
groups—the normal and the abnormal drinkers. This first group 
drinks to make reality more pleasurable and the second to escape 
from reality. They stress the abnormal psychology that character- 
izes the latter. Not only do they drink to escape reality but an 
adequate adjustment to reality is impossible as long as any alcohol 
is used. 

They point out that the abnormal drinker wishes to get well 
and become normal, but normality to this individual is synonomous 
with only one thing—normal drinking. This status is impossible 
of attainment. 


“He who essays the treatment of alcoholic patients and does 
not recognize that there is a definite psychic tie-up between 
‘normality’ and the desire to drink normally, is defeated before 
he begins. He must recognize that this perverted normality 
complex about drinking exists, and until it is dispelled by 
understanding and re-education, no permanent curative meas- 
ures can be expected.” 


There are set down three attitudes of mind on the part of their 
patients that are essential for success in their treatment: 

1. The individual must be convinced from his own experi- 
ence that his drinking is so abnormal (of a quality distinct 
from normal indulgence) that it constitutes an entirely unde- 
sirable and impossible way of living. 

2. He must be asbolutely sincere in his desire to learn how 
to stop drinking once and for all, regardless of his opinion of 
his ability to do so. 

3. He must be willing to make a supreme effort to practice 
daily, over a long period of time, and with as much interest 
and vigor as he is capable, the methods which have proved to 
be successful in the elimination of destructive habits. 


I venture to state that probably in no one group of our claimants 
are the patience and cooperation of competent, understanding and 
sympathetic physicians more necessary. 
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Mr. Don Carlos has referred to the various types of settlement 
that have come into the practice of claim work. We have used 
them all with the exception of the second one he mentions ; that is, 
rewriting the policy to eliminate the permanent total disability 
provision, in exchange for a smaller monthly annuity guaranteed 
for the rest of the claimant’s life, whether disabled or not. 
We have agreed upon occasion to grant partial disability for 
a stated term period requesting the policyholder to give us his 
original disability contract. When confronted with a borderline 
type of claim the Penn Mutual is very partial to offering a lump 
sum for an anticipated period with a refunding clause. We also 
favor the settlement of allowing a lump sum for an anticipated 
period of disability with suspension of benefits for a subsequent 
specified term. This type of settlement, as indicated by Mr. Don 
Carlos, is a fair and equitable one for both parties to the contract 
and provides an opportunity to the policyholder to determine if it 
is possible to rehabilitate himself without the fear of losing his 
rights to future benefits if he fails in his attempt. I concur with 
Mr. Don Carlos in what he has to say regarding the practice of 
buying up for a lump sum the principal of the life insurance con- 
tract, along with the disability contract, with two exceptions. The 
Penn Mutual will buy up the principal sum along with the dis- 
ability clause if either one of two sets of circumstances obtain: 
(I) If it is our thought that the policy was fraudently obtained 
and we are faced with a claim for permanent disability, (II) If in 
an occasional borderline case, e.g. psychoneurosis, where the com- 
pany is not assured that total and permanent disability exists, we 
have not been successful in bringing about another type of settle- 
ment and we are of the opinion that the claimant under the cir- 
cumstances can prolong his claim indefinitely. 

This paper by Dr. Wilson and Mr. Don Carlos stresses, and 
properly so, more team work between claim and medical depart- 
ments and more inter-company cooperation. There is one other 
feature relating to the handling of claims that I wish to refer to. 
There are some physicians who have naturally, or have developed, 
a particular adeptness in examining claimants. These medical men 
seem to be able to sift the wheat from the chaff—to analyze keenly 











Discussion—Disability Claim Handling 79 


a claimant’s reactions and to render a worthwhile report. Each 
company discovers a few of these men. It would be to the ad- 
vantage of all if we could, in some way or other, be advised of 
the experienced examiners in the different localities of the country. 
Whether it is possible for this Association to work out some plan 
whereby each company may have the benefit of the other companies’ 
favorable experience with selected medical examiners is a sugges- 
tion I am leaving with you. 

In closing, may I express my appreciation to the essayists and 
congratulate them upon a fine presentation of their subject. 


Dr. ScHotz—Thank you, Dr. Hoare! Even though Mr. Don 
Carlos’ wife is very seriously ill, he was considerate enough to 
think of us and has asked Mr. R. K. Metcalf, Manager of the 
Claims Department of the Connecticut General Life Insurance 
Company, to make some discussion of the Wilson-Don Carlos 
paper. Mr. Metcalf in 1936 was President of the International 
Claims Association. It is very gracious indeed of you, sir, to meet 
the emergency and appear here today. 


Mr. R. K. Metcalf—Mr. President and Gentlemen: I will be 
very brief because I know you have many other things you want 
to discuss. 

To a layman, who for more than 15 years has been very in- 
timately concerned with the problems presented by disabled policy- 
holders, it is particularly gratifying to note the constructive ideas 
evolved by Mr. Don Carlos and Dr. Wilson. Some deserve special 
emphasis and I only wish that Mr. Don Carlos could do this him- 
self. 

First on the list I would stress the necessity of cooperation be- 
tween companies. Experience has conclusively shown that the 
reactionary methods of one carrier can nulify any amount of con- 
structive work done by others. In our International Claim Associa- 
tion we preach that endlessly. Today most claim men realize the 
point as axiomatic. Unfortunately they are not universally allowed 
to follow the dictates of their own judgment. You can help by 
lending your weight of official authority to theirs. 
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Directly along the line of co-operative effort is the thought ex- 
pressed by Mr. Don Carlos that a properly organized central 
bureau would be of immense importance. 

2. I urge you to flavor your opinions on these cases with a 
salutory amount of non-medical horse sense. By that I mean, look 
at the whole picture. Consider the practical angles. If it is a case 
where the activity story controls and medical data can only hurt 
the case, be ready to admit it and advise against medical examina- 
tion. 

3. There is too much of a tendency to concentrate your attention 
on large cases where the total indemnity involved is spectacular. 
This criticism applies to me as well as to you. There are many 
claims being paid at the rate of 10-50 a month where close study 
would reveal rehabilitative possibilities. 

4. While a certain routine of procedure constitutes sound busi- 
ness practice it is often carried to the extreme. No two people 
will react the same to a given set of circumstances. No two 
claimants have exactly similar disabilities plus exactly the same 
resiliency or temperment. The best results and the fairest results 
can only be obtained by individual study and consideration on a 
tailor-made basis. 

5. Directly flowing from the foregoing is the subject of rehabili- 
tation, an intensely interesting field, constructive to the highest 
degree and profitable as it relates to loss experience. Those cases 
must be selected with care, handled skillfully, treated with con- 
sideration as to capabilities and given reasonable periods to produce 
results. 

One ally of the companies in accomplishing desired results 
are the facilities of most States who operate bureaus of Rehabilita- 
tion. We have found them highly cooperative. 

6. A great deal could be said as to ways and means of investiga- 
tion. The whole story boils down to the constructive approach 
to it as against the destructive. 

In summary may I repeat that we can learn and do learn from 
each other. But please bear in mind that there is progress in the 
field of claim work just as there is in the field of medicine. 
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Dr. ScHotz—Thank you very much, Mr. Metcalf! Dr. Wilson 
has a few remarks which will conclude the discussion of this thesis. 


Dr. Witson—Mr. President, Members of the Association: I 
am not going to discuss, because of the lateness of the hour, some 
of the points that I had in mind. I will just state that the paper 
was set forth as a procedure that we found necessary on our study 
throughout the field, over a period of years, that must be followed 
if we are to get anywhere. 

The subject of rehabilitation has come to the fore to a very 
marked degree and we are getting good results in handling our 
long-term cases in that manner. I think the future means that all 
of us will have to go into the rehabilitation game more than we 
have had in the past. 

This rehabilitation means that we must keep in mind that each 
case is an individual problem in itself. We must now designate 
given periods. We must give plenty of leeway for the rehabilitation 
of the individual, either that he may return to his former type of 
work or that he may be rehabilitated along lines for which he has 
capabilities. 

There is just one other point of which I want to speak, and I 
think has been possibly a stumbling block in the past in our 
handling of cases. We have paid too much attention to the 
pathology of the individual rather than the fact of disability. It 
is true that we wish, and it is necessary to establish a diagnosis, 
but from there on our work begins. Pathology does not mean dis- 
ability but many of us, particularly in the past, have agreed that 
an individual is disabled because he suffered from a coronary 
occlusion, pulmonary tuberculosis or whatnot. By observation of 
this individual, by your field force, you will frequently find that 
his activities are inconsistent with the claim for disability. 

I want to cite one case which occurred not long ago, which in- 
volved two companies so that they worked at odds on the case. 
This particular case occurred in Florida. It was my intention to 
make an examination. I learned that the man was fairly active 
in conjunction with the construction of a building. I went around 
there and watched him for a whole day. I saw him do things that, 
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if compared with the duties of his former occupation, would have 
used up at least ten times the energy that he would have expended 
otherwise. At the end of my observation, I decided, no, I don’t want 
to make an examination of this man; I don’t care what is the matter 
with him. Then he was contacted by our claim man, with whom 
he agreed that his activities were entirely inconsistent for his claim 
for disability, and an arrangement for settlement of the contract 
was made. It was decided by the individual that he would accept 
the settlement provided the other company would do likewise. 
We agreed that we would contact and make arrangements with 
the other company. We did so. The other company immediately 
sent out a notice to have the man examined. Back came a report 
showing lots of pathology. They then notified us that in view of 
the conditions from which the man was suffering, they could not 
go along with us. The individual said, “O. K., if this company 
decides that I am disabled, then you will have to decide the same 
thing.” 

That is a tremendous problem that we are up against throughout 
the entire country. We have a man with a given diagnosis, we 
have the availability of surveillance, and in many of these, it is 
what a man does ; the measuring rod is his ability to carry on activi- 
ties in which he spends as much energy or more than those of his 
occupation. 

The subject is so long and there is so much to talk about that 
I am not going to carry on further, but I thank you very much 
for the fact that you invited me to write this paper. 


Dr. ScHotz—I would be on the verge of insulting you should 
I refer to the accomplishments of Dr. Clark and Dr. Ungerleider, 
because you are familiar with their contributions and their work. 
This thesis that is to be discussed in a few minutes required two 
years of their work. It is a very exceptional production. 

Inasmuch as you all know Dr. C. P. Clark, Medical Director, 
The Mutual Benefit Life Insurance Company, and have profited 
from his contributions to this Association, I hope you will pardon 
me if I call to your attention some of his outstanding work. First, 
his studies and demonstration of urinary tests, and next in im- 
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portance the “Clark Table”, which is referred to many times daily 
by underwriters of many companies. I am certain you have been 
much impressed by this latest work and the possible application 
to our selection of the principles set out in that thesis. 











84 Forty-ninth Annual Meeting 


A STUDY OF THE TRANSVERSE DIAMETER 
OF THE HEART SILHOUETTE WITH 
PREDICTION TABLE BASED ON 
THE TELEOROENTGENOGRAM 


By Harry E. UNceERvEIpER, M. D., Equitable Life Assurance 
Society, AND CHaRLES P. Crark, M. D., Mutual Benefit 
Life Insurance Company 


Since Hodges and Eyster! described their formula for the 
estimation of the transverse cardiac diameter in man, many ob- 
servers, notably, Bainton” in America and Bedford and Treadgold® 
in England have endorsed the transverse cardiac diameter as the 
most reliable index of heart size for all practical purposes. Many 
organizations, such as the New York Heart Association‘, the 
American Heart Association®, and the Association of Life In- 
surance Medical Directors®, have similarly given their endorse- 
ments of this test of heart size. The original work of Hodges and 
Eyster was done on orthodiagrams and many observers felt that 
with a simple correction, the table could be adapted to teleoroent- 
genograms. 

Dietlen?, Hammer® and others have found an over estimation 
of 1 to 2.5 centimeters in the transverse diameters of the heart on 
teleoroentgenograms when compared with those obtained by the 
orthodiagram. 

Bedford and Treadgold suggest that teleoroentgenogram mea- 
surements should not be compared with orthodiagram measure- 
ments, but a different standard of normal size should be used for the 
method. Although they prefer the orthodiagram claiming the 
error in teleoroentgenography arises from difficulty in accurately 
centering the patient with reference to the film and difficulty in 
accurately centering the tube always in relation to the heart and 
in obtaining records always in the same phase of respiration, we 
have not suffered from any such experience. On the contrary, 
we find it easier to train technicians to center the patient and tube 
and to take the films in mid-inspiration than to train physicians 
to make accurate orthodiagrams. 
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As a matter of fact, moving the tube either upward or down- 
ward or to the right or left a distance of two and one-half inches 
in the teleoroentgenogram makes very little difference with the final 
result. 

Our technique for making teleoroentgenograms is very simple. 
The standing position is used; the patient is placed directly in 
front of the plate holder, his chin resting on the upper part of the 
plate holder. The dorsum of his hands are placed over his hips, 
this brings the scapula away from the thoracic cage and his 
shoulders are aligned with the top of the plate holder. The tube 
is six feet from the subject and the target is centered upon the 
spine at the level of the angle of the scapula. The exposure is 
made in one-thirtieth of a second and the voltage is varied with 
the thickness of the chest. Care is always taken to see that the 
patient’s face is turned neither to the left nor to the right and 
emphasis is especially placed on having the ventral surface of the 
patient firmly opposed to the cassette or plate holder. 


Since Life Insurance Companies have adopted for general use 
the teleoroentgenogram in preference to the orthodiagram because 
the former also gives evidence of pulmonary pathology, if present, 
we have been experiencing increasing difficulty in applying the 
Hodges-Eyster formula in our diagnosis. We have felt that our 
efforts to adapt this formula to teleoroentgenograms resulted in 
interpretations of heart size which were not entirely consistent. 
Medical Directors of other companies have had the same ex- 
perience and simultaneous applications for insurance to different 
companies have resulted in policies being issued with different 
premium ratings when identical films were furnished to all the 
companies concerned. 

We have felt that the suggestion of Bedford and Treadgold was 
a good one—that new criteria be established based on teleoroent- 
genograms. 

In a previous study’, one of us reported that the circumferences 
body weight 


of the chest and abdomen vary with the index, : 
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In another study”, it was suggested that a similar relationship 
might exist between the transverse diameter of the heart and the 
Ww 
“h 
prise a fairly representative sample of the population, including 
all builds, ages, occupations and social spheres, a study of their 

roentgenograms by means of this index would be desirable. 

In the present study of the transverse diameter of the heart 
silhouette, we found that a similar relationship does actually 
Ww 
: is 

We have included in this study only the records of cases in 
which the systolic blood pressures fell between the limits of 


index, . Consequently, we felt that since our applicants com- 


exist between such diameter and the index, 


TABLE I. 


A Study of 1460 Equitable Reports of X-ray Films of Heart 
(Includes only cases showing blood pressures between 
limits of 110-145 systolic, and 60-100 










































































diastolic.) 
A B Cc 
Index Cases Average 
cD. 
w x 10 Heart 
h (cm) 
15 1 10.4 
16 4 10.8 
17 12 11.0 
18 32 bey 
19 61 11.8 
20 88 12.3 
21 118 12.3 
22 179 12.8 
23 188 13.1 
24 198 13.3 
25 142 13.7 
26 159 14.0 
27 97 14.0 
28 75 14.2 
29 38 14.5 
30 28 14.7 
31 24 154 
32 6 14.9 
33 7 15.0 
34 1 13.8 
35 2 14.4 





Total 1,460 (Average for all cases 13.277 cm) 
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110-145 millimeters and the diastolic pressures between 60-100 
millimeters—a total of 1,460 cases. It is pertinent at this point to 
state that all the teleoroentgenograms made for this study were 
made under identical conditions in the Diagnostic Laboratory of 
the Equitable Life Assurance Society, according to the technique 
described above. We first determined for each case, the height- 


weight index, sa 


and for each index group the average transverse diameter of the 
heart was computed. The findings of this study are recorded in 
w x 10 

h ’ 
the number of cases falling within each index, and in column C, 
the average transverse diameter for each index.) 

We have plotted Graph I, with each index and corresponding 
average transverse diameter, indicated by a cross. 

(The height-weight index average was carried to the first 
decimal point. This explains the position of the crosses in our 
graph, which will be noted do not fall exactly on the index, as 
given in our Table I.) 

The shape of the curve indicated by the points plotted in 
Graph I is a parabola with the axis vertical. It occurred to us, 
Ww 
hd? 
simple calculation indicated that, as a matter of fact, the value 
of this function is approximately 14 for all values of the index. 

It appears, therefore, that a satisfactory valuation of the crude 
data will be given by assuming the stated function to be constant 
and the actual value of the constant was determined in the follow- 
ing way: 


. The cards were then sorted by indexes 


Table I. (In column A, is given the index, in column B, 








therefore, that possibly the function might be constant and a 


Average weight = 165.83 pounds 
Average height = 68.04 inches 
Average diameter = 132.77 mm 
(In order to obtain a constant with two digits, we multiplied the 
weight by 100,000.) 
Our constant is therefore— 


w x 100,000 __ 165.83 x 100,000 __ 13.83 
h (d)* ~ 68.04 (132.77) ~~" 
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If men of different weights and heights were built propor- 
tionately to perfect cylinders, then tables for all body circum- 
ferences and diameters could be constructed by the use of constants 
—e.g.:— 

i — —_ 

For diameters, C= hd? 

or for circumferences C = —- 


In a previous study, one of us found that the chest circumferences 
almost follow such constants, but the abdominal circumferences 
do not, due to the fact that these circumferences are much 
affected by the amount of adipose tissue present. Therefore, our 
table for chest and abdominal circumferences was constructed by 


using the index, “o in the manner shown in our original paper. 


We have, however, found that the heart diameter so closely 
follows a constant, as is shown later, that such a constant can be 
used in the development of a table for heart diameters. On the 
other hand, the internal chest diameters do not follow such a con- 


stant, but more nearly follow a constant, mas Therein lies the 


chief fallacy in attempting to correlate heart diameters with the 
internal diameter of the chest. 

With this value for our constant, we next proceeded to com- 
pute for each index included in Graph I, the theoretical transverse 
diameter. .These values are indicated in Graph I by dots connected 
by a solid line. It is evident that the curve, thus produced, repre- 
sents a satisfactory graduation of the original data and the con- 
stant, thus found, was accordingly adopted as suitable for the 
development of a table of standard diameters for all heights and 
weights. 

By the use of this constant, we next developed Table II which 
gives the theoretical transverse diameters in millimeters for heights 
5’0” to 66” inclusive, and for the weights commonly found for 
each height. It should be noted that in the original group of sub- 
jects the heights were taken in shoes, and the weights included all 
clothing except coat and vest. The directions for use of the table 
are simple. Find in the table the height column corresponding to 
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the height of the individual under consideration. Below, in that 
column, find the nearest weight. To the left on that line will be 
found in the first column the theoretical transverse diameter of 
the heart silhouette. 

Our first problem, in testing this table, was to determine how 
closely the theoretical diameters corresponded at all points with 
the actual found in the original material. In general, it may be 
stated that short men—those under the height of 68 inches— were 
found on the average to have diameters one to two millimeters 
greater, and tall men—those over the height of 68 inches—one to 
two millimeters less than the theoretical. At no point in the table, 
however, does it appear that the deviation of actual from theoreti- 
cal will average more than one or two per cent. It was concluded, 
therefore, unnecessary to make any correction in the table for 
height. 

The next problem was to determine whether, in the use of the 
table, any correction need be made for age. In Table III are 
recorded the results of this study. In column A, we find the 


TABLE III. 
Effect of Age on Transverse Diameter of Heart 


Cc D E 
Difference 
Deviations between 
(mm) + and — Correction 
Ages — _ in Col. C. for Age 
15-29 514 501 + 13 mm +0.1 mm 
30-39 1,185 1,294 —109 “ —0.4 “ 
40-49 2,544 2,261 +283 “ +0.5 “ 
50-59 2,118 1,441 +677 “ +19 “ 
60-70 661 510 +151 “ +13 “ 


Total 1,460 


age groups; in column B, the number of cases falling into each 
group; in column C, the total deviations, (plus or minus, recorded 
separately), of actual transverse diameters from the predicted 
given in Table II; in column D, the difference between plus and 
minus deviations in column C; and in column E, those differences 











Theoretical Transverse Diameters of Heart Silhou 
for Various Heights and Weights 
































A ‘* HEIGHT 
Heart 5’0” a” a 3” 4” i 6” ind 8” 9” | 10” 11” | 6’0” 
———___4}_ 4 = ~ — $j ___ _ 
100 mm 83} 85| 86] 87) 89} 90} 92 
101 85| 86] 88] 89} 91] 92] 93] 95 — 
102 “ | 87] 88] 90] 91] 92) 94] 95] 97 Tran 
103 “ | 88] 90] 92] 93] 94] 96] 97] 99] 100 houe' 
104 “ 90} 92} 93] 95] 96] 98] 99] 101] 102 - 
105 ~ | 92] 93] 95] 96] 98] 99] 101| 103] 104] 106 Et 
106 “ | 94] 95] 97] 98] 100] 101] 103} 104] 106] 108 Assu 
107 “ 95| 97] 99] 100] 102] 103} 105] 106} 108} 110] 111 — 
108 “ | 97} 99] 100] 102] 104] 105} 107; 108] 110} 112] 113 
109 “ | 99] 101} 102] 104] 106] 107] 109] 110] 112] 114] 115] 117 
st Winsett Mian 3 
110 * | 101 | 102] 104] 106] 108] 109] 111] 113] 114] 116] 118] 119 | 121 
111 “ | 103 | 104] 106] 108} 109] 111] 113] 115] 116] 118] 120] 121 | 123} 12 
112 “ | 105 | 106} 108] 110] 111] 113) 115] 117] 118] 120] 122] 124] 125} 12 
113 106 | 108] 110] 112] 113] 115] 117] 119] 121] 123] 124] 126 | 128} 12 
114“ | 108] 110] 112] 114] 115] 117] 119] 121 | 123} 125} 126] 128 | 130] 1: 
115 “ | 110} 112] 114] 116] 117] 119 | 121 | 123 | 125] 127] 129] 130 | 132 | 1: 
116 “ =| 112] 114] 116} 118] 120] 121 | 123} 125] 127} 129] 131] 133 | 134 | 12 
117“ = | 114] 116] 118} 120} 122] 124 | 125} 127 | 129} 131] 133] 135 | 137 | 1; 
118 “ | 116] 118] 120] 122] 124] 126 | 128] 129] 131} 133] 135] 137 | 139 | 14 
119 “| 118 | 120] 122 | 124] 126 | 128 | 130} 132 | 134] 136] 138} 140 | 142 | 14 
A Bawnnd Seve 
120 “ | 120 | 122} 124] 126] 128] 130 | 132 | 134] 136] 138} 140] 142 | 144 | 14 
121 “ | 122 | 124| 126 | 128] 130} 132 | 134 | 136 | 138] 140] 142] 144 | 146 | 14 


izz “ 124 | 126} 128 | 130} 132] 134 | 136 | 138 | 140} 143) 145} 147 | 149 | 15 
zs “* 126 | 128 | 130 | 132 | 134 | 136 | 139 | 141 | 143} 145] 147 | 149 | 151 | 15 
124 “ 128 | 130 | 132 | 134 | 137 | 139 | 141 | 143 | 145) 147] 149} 152 | 154 | 15 














Zs * 130 | 132 | 134 | 137 | 139 | 141 | 143 | 145 | 147] 150] 152} 154 | 156 | 15 
Zo * 132 | 134 | 137 | 139 | 141 | 143 | 145 | 148 | 150} 152] 154] 156 | 159 | 16 
Izy ~* 134 | 137 | 139 | 141 | 143 | 146 | 148 | 150 | 152] 154] 157 | 159 | 161 | 16 
iz “ 136 | 139 | 141 | 143 | 146 | 148 | 150 | 152 | 155} 157] 159) 161 | 164 | 16 
Zo * 139 | 141 | 143 | 146 | 148 | 150 | 152 | 155 | 157] 159] 162 | 164 | 166 | 16 
iso * 141 | 143 | 145 | 148 | 150 | 152 | 155 | 157 | 160) 162} 164 | 167 | 169 | 17 
isi * 143 | 145 | 148 | 150} 152 | 155 | 157 | 160 | 162} 164} 167 | 169 | 172 | 17 








144“ 173 | 176 | 178 | 181 | 184 | 187 | 190 193 196| 199 | 201 | 204 | 207 | 21 
a5 “ 175 | 178 | 181 | 184 | 187 | 190 | 193 196 198 | 201 | 204 | 207 | 210 |21 








149 “ | 185 | 188] 191 | 194 | 197 | 200 | 203 | 206 | 210] 213| 216 | 219 | 222 | 22 


150 “ 187 | 191 | 194 | 197 | 200 | 203 | 206 | 209 | 212} 215 | 219 | 222 |225 | 22 
ii * 190 | 193 | 196 | 199 | 203 | 206 | 209 | 212 | 215] 218 | 222 | 225 | 228 | 23 
lee ~ 192 | 196 | 199 | 202 | 205 | 208 | 212 | 215 | 218 | 221 | 224 | 228 | 231 | 23 





154 “ | 198 | 201 | 204 | 207 | 211 | 214 | 217 | 221 | 224] 227 | 230 | 234 1237 | 24 
155 “ | 200 | 203 | 207 | 210 | 213 | 217 | 220 | 224 | 227 | 230 | 233 | 237 | 240 | 24 








156 “ 206 | 210 | 213 | 216 | 220 | 223 | 227 | 230 | 233 | 236 | 240 | 243 | 24 
iby * 216 | 219 | 222 | 226 | 229 | 233 | 236 | 239 | 243 | 246 | 251 
158 “ 225 | 229 | 232 | 236 | 239 | 243 | 246 | 249 | 25. 
isp * 235 | 239 | 242 | 246 | 249 | 253 | 25 
160 “* 245 | 249 | 252 | 256 | 25 
161 “ 255 | 259 | 26 
62 “ 259 | 262 | 26 
163 “ 26 












































164 “ 27. 








TABLE II. 


of Heart Silhouette 


Table for Determining the Per Cent. Deviation 































































































Weights from Average 
Minus Av’ge Plus 
“| a] oor] av] 2] a"] a"] sv] ov] 25% | 20% |15% |10% |5% | % | 5% |10% | 15% |20% | 25% 
75 80 | 85 | 90 | 95] 100 | 105 110 115 120 125 
— 6 | 81 | 86] 91 | 96] 101 | 106} 1 16 {121 }1 

Tatu Wideenr hfs Meee ae 77| 82| 87| 92 | 97| 102 |107 | 112 | 117 | 122 | 128 
houette with Prediction Table Based on 77 82 88 93 98 | 103 1108 | 113 | 118 1124 |129 
the Association‘ of Life Insurance Med 78 | 83 | 88 | 94 | 99] 104 | 109 | 114 | 120 | 125 |130 
© Uapiier af te festa Ue 79 | 84 | 89 | 95 100] 105 [110 |} 116 | 121 |126 | 131 
Assurance Society, and Dr. Charles P. 80 | 85 | 90 | 95 |101 | 106 111 | 117 | 122 | 127 | 133 
11 mht TC 80 | 86 | 91 | 96 [102] 107 112 | 118 | 123 | 128 | 134 
13 81 | 86 | 92 | 97 |103 | 108 }113 | 119 | 124 |130 |135 
15} 117 82 | 87 | 93 | 98 |104] 109 }114 | 120 | 125 |131 |136 
18] 119 | 121 83 | 88 | 94 | 99 }105] 110 } 116 | 121 | 127 132 | 138 
0} 121 | 123 | 125 83 | 89 | 94 | 100 }105 | 111 } 117 | 122 | 128 | 133 |139 
22} 124 | 125] 127] 129 84 | 90 | 95 | 101 |106 | 112 } 118 | 123 | 129 | 134 | 140 
24} 126] 128] 129] 131] 133 85 | 90 | 96 | 102 }107] 113 | 119 | 124 | 130 }136 | 141 
26} 128 | 130 | 132} 133] 135] 137 86 | 91 | 97 | 103 |108 | 114 | 120 | 125 | 131 |137 | 143 
29 | 130 | 132 | 134] 136] 138] 140] 141 86 | 92 | 98 |104 }109] 115 }121 | 127 | 132 }138 | 144 
31} 133 | 134 | 136] 138] 140] 142] 144] 146 87 | 93 | 99 |104 ]110] 116 | 122 | 128 | 133 |139 |145 
33 | 135 | 137 | 139] 141| 143] 144] 146] 148 88 | 94 | 99 105 111] 117 [123 [129 |135 |140 |146 
35 | 137 | 139 | 141] 143] 145] 147] 149] 151 89 | 94 |100 }106 [112 ] 118 ]124 }130 |136 |142 |148 
38 | 140 | 142 | 143] 145] 147] 149] 151] 153 89 | 95 }101 | 107 }113} 119 |125 | 131 | 137 | 143 | 149 
10 | 142 | 144 | 146] 148] 150] 152] 154] 156 90 | 96 }102 | 108 }114 | 120 | 126 | 132 | 138 |144 |150 
12| 144 | 146 | 148] 150] 152] 154] 156] 159 91 | 97 |103 | 109 }115 | 121 |127 | 133 | 139 | 145 | 151 
15 | 147 | 149 | 151] 153] 155} 157| 159] 161 92 | 98 }104 | 110 }116] 122 | 128 | 134 | 140 | 146 | 153 
17 | 149 } 151 | 153} 155] 157] 160| 162] 164 92 | 98 |105 | 111 |117 ] 123 | 129 | 135 | 141 | 148 | 154 
19 | 152 | 154] 156] 158 | 160] 162] 164| 166 93 | 99 |105 | 112 |118] 124 130 | 136 | 143 | 149 | 155 
2 | 154 | 156 | 158] 160 | 163] 165] 167 | 169 94 ]100 }106 | 113 }119] 125 }131 | 138 | 144 | 150 | 156 
4] 156 | 159 | 161] 163} 165} 167] 170] 172 95 |101 |107 |113 |120] 126 | 132 | 139 | 145 |151 | 158 
7 | 159 | 161 | 163} 166 | 168} 170| 172] 175 95 |102 }108 | 114 |121 | 127 1133 | 140 | 146 |152 | 159 
9 | 161 | 164 | 166] 168} 171| 173] 175| 177 96 |102 }109 | 115 }122 | 128 | 134 | 141 | 147 |154 | 160 
2 | 164 | 166 | 169] 171 | 173] 176] 178 | 180 97 |103 |110 | 116 |123 | 129 |135 | 142 | 148 | 155 | 161 
4 | 167 | 169 | 171] 174] 176| 178] 181 | 183 98 | 104 }111 | 117 |124] 130 | 137 | 143 | 150 | 156 | 163 
7 | 169 | 172 | 174] 176 | 179| 181] 183 | 186 98 |105 |111 | 118 |124] 131 138 | 144 | 151 | 157 | 164 
99 | 172 | 174 | 177] 179 | 181 | 184] 186 | 189 99 |106 [112 | 119 ]125 | 132 | 139 | 145 | 152 | 158 | 165 
72. | 174 | 177 | 179| 182 | 184] 187] 189 | 192 100 | 106 |113 |120 }126] 133 | 140 | 146 | 153 | 160 | 166 
4| 177 |179 | 182| 184 | 187| 189} 192 | 194 101 [107 ]114 [121 ]127 | 134 ]141 | 147 | 154 | 161 | 168 
7 | 180 | 182 | 185 | 187 | 190 | 192] 195 | 197 101 }108 |115 |122 |128} 135 |142 | 149 | 155 | 162 | 169 
0 | 182 | 185 | 187 | 190 | 193 | 195 | 198 | 200 102 }109 |116 |122 {129} 136 |143 | 150 | 156 | 163 | 170 
2 | 185 | 188 | 190] 193 | 195 | 198} 201 | 203 103 110 |116 123 130 | 137 ]144 | 151 | 158 | 164 |171 
55 | 188 | 190 | 193| 196 | 198 | 201 | 204 | 206 104 |110 |117 124 |131 | 138 |145 | 152 | 159 | 166 | 173 
8 | 190 | 193 | 196| 198 | 201 | 204] 206 | 209 104 }111 {118 [125 |132] 139 ]146 | 153 | 160 | 167 |174 
0 | 193 }196 | 199 | 201 | 204 | 207 | 209 | 212 105 }112 |119 |126 |133 | 140 | 147 | 154 | 161 | 168 | 175 
3 | 196 | 199 | 201 | 204 | 207 | 210 | 212 | 215 106 }113 |120 |127 |134] 141 ]148 | 155 | 162 | 169 | 176 
6 | 199 | 202 | 204 | 207 | 210 | 213 | 216 | 218 107 |114 |121 | 128 |135 | 142 | 149 | 156 | 163 | 170 | 178 
9 | 202 |204 | 207 | 210 | 213 | 216 | 219 | 221 107 |114 |122 |129 136 } 143 ]150 | 157 | 164 | 172 |179 
11 | 204 | 207 [210] 213 | 216 | 219} 222 | 224 108 }115 |122 |130 |137] 144 ]151 | 158 | 166 | 173 | 180 
4 | 207 |210 | 213] 216 | 219 | 222] 225 | 228 109 }116 {123 |131 |138} 145 ]152 | 160 | 167 | 174 | 181 
7 | 210 | 213 |216| 219 | 222 | 225 | 228 | 231 110 }117 {124 131 |139] 146 | 153 | 161 | 168 | 175 | 183 
0 | 213 [216 |219 | 222 | 225 | 228 | 231 | 234 110 |118 |125 |132 |140] 147 | 154 | 162 | 169 | 176 | 184 
13 | 216 |219 | 222] 225 | 228 | 231 | 234 | 237 111 |118 |126 |133 |141 | 148 | 155 | 163 | 170 1178 | 185 
16 | 219 | 222 | 225| 228 | 231 | 234] 237 | 240 112 | 119 |127 | 134 | 142] 149 | 156 | 164 | 171 | 179 | 186 
9 | 222 |225 | 228 | 231 | 234 | 237 | 240 | 243 113 |120 |128 |135 |143 | 150 ] 158 | 165 | 173 | 180 | 188 
2 | 225 | 228 | 231 | 234 | 237 | 241 | 244 | 247 113 }121 [128 |136 |143 | 151 | 159 | 166 | 174 | 181 | 189 
4 | 228 | 231 | 234 | 237 | 241 | 244] 247 | 250 114 }122 |129 |137 |144] 152 | 160 | 167 | 175 | 182 | 190 
7 | 231 | 234 | 237 | 240 | 244 | 247 | 250 | 253 115 |122 |130 {138 |145} 153 | 161 | 168 | 176 | 184 | 191 
30 | 234 1237 | 240 | 244 | 247 | 250 | 253 | 257 116 }123 |131 |139 |146} 154 | 162 | 169 | 177 | 185 | 193 
33 | 237 | 240 | 243 | 247 | 250 | 253 | 257 | 260 116 |124 132 |140 |147] 155 | 163 | 171 | 178 | 186 | 194 
6 | 240 | 243 | 247 | 250 | 254 | 257 | 260 | 264 117 {125 |133 |140 |148] 156 | 164 | 172 | 179 | 187 | 195 
39 | 243 | 246 | 250 | 253 | 257 | 260 | 263 | 267 118 |126 |133 |141 |149] 157 | 165 | 173 | 181 | 188 | 196 
3. | 246 | 249 | 253 | 256 | 260 | 263 | 267 | 270 119 |126 |134 | 142 1150] 158 | 166 | 174 | 182 | 190 | 198 
6 | 249 | 253 | 256 | 260 | 263 | 267 | 270 | 274 119 |127 ]135 |143 |151 | 159 | 167 | 175 | 183 | 191 | 199 
9 | 252 |256 | 259 | 263 | 266 | 270 | 274 | 277 120 |128 |136 |144 |152] 160 | 168 | 176 | 184 | 192 | 200 
255 | 259 | 263 | 266 | 270 | 273 | 277 | 281 121 |129 |137 |145 |153] 161 | 169 | 177 | 185 | 193 | 201 
259 | 262 | 266 | 270 | 273 | 277 | 280 | 284 122 1130 |138 | 146 |154] 162 | 170 | 178 | 186 | 194 | 203 
269 | 273 | 277 | 280 | 284 | 288 122 |130 |139 |147 |155] 163 | 171 | 179 | 187:| 196 | 204 
273 | 276 | 280 | 284 | 287 | 291 123 |131 |139 | 148 |156] 164 | 172 | 180 | 189 | 197 | 205 
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divided by the number of cases in the respective groups shown 
in column B. 


It is obvious that no correction need be made for ages 15 to 50 
years. At later ages, the deviation from theoretical is very slight, 
calling for only (approximately) a one per cent. correction of 
the theoretical given in the table. Furthermore, such deviations as 
are shown in the above study (Table III) are probably due to real 
pathology in a few cases included in the original material. It does 
not, therefore, appear necessary to make any correction for age. 


Table IV gives the results of a study of the effect of blood 
pressure on the transverse diameter of the heart. This study was 
made on a group of 2,192 cases, all applicants for life insurance, 


TABLE IV. 


Effect of Blood Pressure on Transverse Diameter of Heart 
(2,192 Cases) 
A B C D E 


Difference Difference 
Deviations between in Col. D 
Blood Number (mm) + and — Divided by Cases 
Pressure of Cases oS _— in Col. C. in Col. B. 
109 mm and 
under 396 §6=._: 366 + 30 mm 
110-119 mm 1,403 = 
120-129 “ 1,826 
130-139 2,255 
140-149 2,230 
150-159 : 1,462 
160-169 1,146 
170-200 86 642 


Total 2,192 


but not necessarily accepted as insurance risks. In column A, 
are noted the various blood pressure groups; in column B, the 
number of cases falling within each group; in column C, the total 
deviations (plus or minus,) recorded separately, of actual trans- 
verse diameters from the predicted given in Table II; in column 
D, the difference between plus and minus deviations in column C; 
and in column E, those differences divided by the number of 
cases in the respective groups shown in column B. 
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The effect of blood pressure below 130 mm appears to be 
negligible. Beyond that pressure, there is apparent a slight though 
definite indication of increasing hypertrophy with increasing hy- 
pertension. It is worth noting, however, that this increase in the 
transverse diameter would not be noted by percussion, an observa- 
tion made many years ago by Janeway in the study of essential 
hypertension. 


As a final study of the original material, we are including Graph 
II which pictures the distribution curve based on deviation by per 
cent. of actual from theoretical diameters. The smoothed curve 
was kindly developed from the rough figures by Mr. Harry Jones 
and his assistants in the Mathematical Department of the Mutual 
Benefit Life Insurance Company. 

With the idea that it might be helpful in determining at a glance 
the approximate percentage deviation of the actual from the 
theoretical transverse diameter, we have added to Table II a 
separate table showing the plus and minus deviations from the 
theoretical given in column 1 of the table. For example, if it is 
determined that, for the height and weight given, the theoretical 
diameter is 120 mm and the actual is found to be 150 mm, one 
can consult the special table, and find the number 120 in the 
column giving 0 per cent. deviation. In this line, the number 150 
is found in the column indicating plus 25 per cent. Accordingly, 
the applicant’s transverse diameter is 25 per cent. over the pre- 
dicted. The percentage of deviation for any diameter which does 
not fall in the columns represented can be approximated by 
reference to the two columns between which the observed falls. 


It has generally been assumed that for the purpose of life in- 
surance selection any heart diameter beyond 10 per cent. of the 
average is to be regarded as indicative of hypertrophy of the heart. 
Pending future investigation of the actual effect on mortality of 
the deviation from average of the transverse diameter, it probably 
would be well in general to adhere to this figure. Nevertheless we 
feel that judgment should be used in life insurance selection, since 
it is very certain that the hearts of some men whose diameters are 
above 10 per cent. of the expected, are normal, just as some hearts 


Graph II. 
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are actually hypertrophied in which the heart diameter is distinctly 
less than the 10 per cent. figure allowed. 


Sa oe J oe 


nm 


were 


SUMMARY 


A table is devised for obtaining the predicted transverse 
diameter of the heart silhouette based on the teleorentgenogram 
made at six feet. 


The table is so constructed that it was found to be unnecessary 
to make any correction for excessive or subnormal height. 
This table is so constructed that in the computation of the 
predicted transverse diameter no correction is necessary for 
age. 

It would appear that blood pressures below 130 m.m. have 
no significant effect on the transverse diameter of the heart. 
Beyond that pressure, there is apparent a slight, though definite 
indication of increasing hypertrophy with increasing hyper- 
tension. 


It is our opinion that for the present +10 per cent. of the 
predicted might be considered as the usual limit for the normal 
heart. 
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Dr. ScHotz—Dr. J. Hamilton Crawford will be the first dis- 
cussant. Dr. Crawford was graduated from the University of 
Edinburgh in 1918, and after his internship, was on the Staff of 
the Edinburgh University and the Edinburgh Royal Infirmary 
from 1920 to 1923. He is a member of the Royal College of 
Physicians and a Fellow of the American College of Physicians. 
In the next three years from 1923 to 1926, he was Assistant in 
Cardiology at the Hospital of the Rockefeller Institute for Medical 
Research. 


Dr. Crawford is Professor of Clinical Medicine at the Long 
Island College of Medicine; Cardiologist at Kings County Hospi- 
tal; Chief of the Cardiac Clinic, of the Long Island College Hos- 
pital. He also has other appointments of merit and having long 
experience in heart research work he is, and I know you will concur, 
an ideal selection for the discussion of the Clark-Ungerleider thesis. 
I am sure that Dr. Crawford will give us numerous thoughts that 
will be influencing in our utilization of the prediction table of Drs. 
Clark and Ungerleider. 


Dr. CRAwForD—I have enjoyed very much the paper by Dr. 
Ungerleider and Dr. Clark, and consider it a very important con- 
tribution not only to insurance work but also to medicine in general. 
At present medicine woefully lacks normal standards in many fields. 
This is particularly true with regard to adults. In order to be of 
value, statistics must be compiled from the consideration of a large 
number of individuals. Such groups are generally unavailable for 
study except in children and college students. It is extremely diffi- 
cult to collect considerable groups of normal individuals at different 
ages, in ordinary practice, as all these one sees have some com- 
plaint so that they cannot be considered normal. Insurance com- 
panies are in a very advantageous position in this respect, as they 
have available, data on large numbers of normal people of different 
age groups. One might make a plea for an analysis of data, such 
as has been presented here, on other subjects in medicine, and its 
presentation to the profession in general. I feel sure that if this 
were done medicine would be greatly enriched thereby. 
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From a prognostic standpoint in heart disease, probably the 
most important factor is the size of the heart. It, in my opinion, 
much outweighs murmurs and the ordinary changes in the elec- 
trocardiogram. It is almost universally agreed that the larger the 
heart the poorer it is from the point of view of prognosis. Even 
when it appears to be functioning adequately the large heart is 
nearer the limit of its reserve. In the early stages, according to 
Starling’s “Law of the Heart”, the heart responds to strain by 
dilatation and increased force of contraction; the latter leading to 
hypertrophy. Eventually, however, the fibre will become over- 
stretched and function defectively. Furthermore, it has been shown 
that when hypertrophy occurs there is no compensatory increase 
in the capillary vascular bed. Thus adequate nourishment of the 
muscle fibers becomes more difficult. 


In the estimation of the size of the heart there has been a great 
deal of debate as to the best method to use. The two most com- 
mon are the transverse diameter and the cardiac area. The latter 
in some hands probably yields satisfactory results but it necessitates 
the drawing of two imaginary lines, and one can see great possi- 
bility of error unless the most experienced judgment is used. This 
applies even with orthodiagrams where it is possible often to 
obtain a more accurate estimation of the lower border. It is, how- 
ever, in those cases in which one has the most doubt, namely, the 
transverse heart with a high diaphragm, that, in my experience 
it is, even with orthodiagraphy, most difficult to determine the 
lower border. It appears to me that much more accurate results 
can be had by preferring the transverse diameter to the cardiac 
area when many physicians are performing the examinations. 
Roesler feels that neither is of great value so long as the depth 
of the heart is not considered. This criticism is valid. However, 
in obtaining the depth, the greatest technical care is required; and 
even then, it is difficult to get exact measurements. Hence it seems 
to me that the error from this course is liable to offset any advantage 
that it may have, and make it doubtful whether the information 
gained warrants the extra effort necessary to obtain it. Provided 
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the patient is fluroscoped one can get an adequate estimation of 
this factor without putting it into precise figures. 


There is also considerable discussion as to the relative merits 
of orthodiagrams and teleorcentgenograms. There is no question 
that orthodiography, which utilizes the central beam, gives a more 
accurate estimation of the size of the heart than the teleorcent- 
genogram. It is equally obvious on physical grounds that one 
cannot compare normal standards obtained by orthodiography with 
measurements from teleorcentgenograms. It is thus essential to 
have normal figures derived from teleorcentgenograms such as the 
authors have presented. When these are available it would seem 
that the orthodiagram presents no particular advantage. If the 
patient is fluroscoped in addition, it appears to me that one can 
obtain all the necessary information. I agree with the authors that 
it is easier to take satisfactory teleorcentgenograms than to teach 
physicians to make accurate orthodiagrams. Insurance companies 
gather their information from many different sources and I feel 
sure that under these circumstances the chances of error will be less. 


The cardio-thoracic ratio, which was extensively used at one time, 
is now generally agreed to be less accurate than standards based 
on height and weight. 

One of the interesting results that has accrued from this study 
is that age plays no part in the size of the heart. It shows that 
when hypertension and valvular disease have been ruled out there 
is no enlargement due to the degenerative processes incidental to 
old age. It supports the view that coronary sclerosis of itself is not 
conducive to an increase in cardiac size. It further indicates, in 
the absence of valvular disease, that if a heart is considerably 
enlarged, even though the blood pressure at the time is normal, 
there probably has been antecedent hypertension. 


As the authors have indicated, the figures which are given are 
not absolutely precise and consequently a deviation of 10% has 
been allowed. This seems wise, as two factors enter into life 
insurance work: First, the examination of applicants for insurance; 
and second, those applying for disability benefits. In regard to 
the former, if the figures were rigidly adhered to, many good risks 
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would be refused insurance ; while in the latter category, some cases 
which have no enlargement could be claimed to be enlarged and 
even inconsequential degrees might be exaggerated to appear to 
those ignorant of the subject as having extremely severe cardiac 
damage. 

I believe that this paper marks a significant contribution to the 
study of cardiac enlargement, and will prove of benefit not only 
in the insurance field but also to cardiology. 


Dr. ScHotz—For discussion of a thesis such as that presented 
by Drs. Clark and Ungerleider we thought it was highly advisable 
to have two very well recognized cardiologists. Dr. de la Chapelle 
very considerately accepted Dr. Ungerleider’s invitation to partici- 
pate in this program. The Doctor is Assistant Professor of Medi- 
cine, New York University, College of Medicine; is a member of 
the Board of Directors, American Heart Association; a member 
of the Research and Criteria Committees, New York Heart Asso- 
ciation; and has appointments at Bellevue and Lenox Hill Hos- 
pitals. His discussion of the thesis “A Study of the Transverse 
Diameter of the Heart Silhouette with Prediction Table Based on 
the Teleorcentgenogram” is most welcome and will be of great 
value to us for study purposes. 


Dr. DE LA CHAPELLE—Although radiography is an important 
part of the routine study of the heart and aorta, it has been ranked 
after history taking, physical examination, and electrocardiography 
as a method of examination. This is so because it often supplies 
only confirmatory evidence or evidence of well advanced abnormal- 
ities. Nevertheless in many instances it is more essential to diagnosis 
than the electrocardiogram which for some time has been considered 
a necessary part of any complete diagnostic workup. 

Only by radiography may the size and shape of the heart be 
determined with any degree of certainty during life. The main 
obstacle in the routine use of cardiovascular radiography consists 
in the interpretation of the normal limits of heart size and shape, 
and therefore in the discovery of slight abnormalities. So many 
factors play a role in each individual, such as age, height, weight, 
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habitus, and also respiration, that variations within the normal 
are produced, and thus to establish exact mathematical tables of 
measurements is a difficult if not impossible task. Despite this, 
however, normal standards or criteria for predicting or judging 
heart size are useful for practical purposes—particularly if one 
bears in mind the flexibility of such formulae or their deviation 
from the normal. Needless to say it is difficult or even impossible 
to judge exactly the degree of slight enlargement of the heart by 
such figures. 

At present there is still much dispute as to which of the dozen 
or so methods of determination of heart measurements is the best, 
the most accurate, or the most practical. A few still favor the 
cardiothoracic ratio (or heart-lung quotient) which is the ratio of 
the transverse diameter of the heart to the internal diameter of 
the chest. However, the two which are probably being employed 
most often and which are recognized as being among the more 
accurate methods, are (1) the area of the cardiac shadow in the 
frontal plane and (2) the transverse cardiac diameter as obtained 
by means of the orthodiagram. The latter is for all practical pur- 
poses the most reliable index of heart size. 

Fluoroscopy has furnished the means for these last two men- 
tioned methods of determination of heart size, mainly because the 
original tables of Hodges and Eyster were based on it. 


Although many clinicians who perform radiographic examina- 
tions of patients by means of the fluoroscope feel that fluoroscopy 
is more desirable for office practice or clinic work—mainly because 
of the value of direct observation of the size and contour of the 
various chambers of the heart and of the great vessels, in addition 
to determination of the heart size by the orthodiagram—neverthe- 
less they admit that for general purposes such as routine hospital 
diagnostic studies or in insurance examinations, the teleorcentgeno- 
gram has its advantages. However, until the establishment of the 
new prediction table based on the teleorcentgenogram as presented 
to you today by Doctors Ungerleider and Clark, it has been of 
little use in determining heart size by means of the transverse 
cardiac diameter. 
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Your associates (Dr. Ungerleider and Dr. Clark) are to be 
congratulated not only for having eliminated one of the disad- 
vantages of the teleorcentgenogram but for the thorough approach 
to the problem and its careful mathematical analysis. Their work 
represents another advance in cardiac measurements as a quantita- 
tive procedure in the radiographic study of the heart. 

In closing I should like to reiterate a warning already sounded 
by the authors, and this without intending to detract from their 
splendid work—namely that in the interpretation of the border- 
line case whose measurements are just outside the limit of normal 
deviation, one should not rely on the figures alone but interpret 
them in the light of the composite picture as obtained by history, 
physical examination, the electrocardiogram and any other finding 
of importance. 

And lastly it gives me much pleasure to announce that the pre- 
diction table offered by Doctors Ungerleider and Clark has been 
accepted by the Criteria Committee of the New York Heart Asso- 
ciation and will be published in the new addition of “The Criteria 
for the Diagnosis and Classification of Heart Disease” which will 
probably make its appearance in January of 1939. 


Dr. ScHotz—Thank you, Dr. de la Chapelle. Dr. Clark will 
you conclude the discussion ? 


Dr. CLtarkK—There really is nothing to conclude, I should say. 
I think that Dr. Crawford and Dr. de la Chapelle have been 
very, very kind in their interpretation of what we tried to put into 
this paper. 

There are one or two points that I do wish to make at this time. 
The first is, I wish finally to give credit to Dr. Muhlberg for the 
fact that it was he who first suggested to me the use of constants 
in attempting to work out tables for circumferences and diameters. 
Prior to that time I had used only an index, weight times a certain 
factor divided by height, and then when I worked on that article 
on the build of men, in which I used the weight divided by the 
square of the diameter, I sent in my preliminary work to Dr. 
Muhlberg and he said, “Why not treat the human body as a 
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cylinder and use a constant in which you have the weight as a 
numerator and the height times the square of the diameter, as the 
denominator ?” 

I at this time tried to see what value this constant would have 
in smoothing out, if necessary, the table of circumferences as 
related to the height and weight. I found that I could not very 
well use that constant, because particularly when I came to the 
question of the abdominal increase, I found out that one could 
use the weight over the height only in determining the probable 
increase in abdominal circumference with increase in weight. 

The circumferences worked a little bit better, but not as per- 
fectly as the original method which I employed. I have tried to use 
that constant also in connection with the transverse diameter of the 
thoracic cavity in these X-ray examinations in which we owe so 
much to Dr. Ungerleider for his expert work in his own laboratory. 

I was quite amazed to find that the constant was absolutely 
valueless in that particular work, and much to my amazement, I 
found that instead of having the weight as the numerator, we 
would have to use the square root of the weight times the height, 
which in a previous paper I had shown was really the best index 
for surface area. Therefore, I did not use it in that particular study. 


I think you all will realize that Dr. Ungerleider and I know 
that nothing that we can evolve is perfect and so this table has one 
or two flaws—well, only one flaw—and that is that actually these 
very short men do have on the average a heart transverse diameter 
about 1 or 2 per cent. greater than that predicted, which is not, 
after all, very much of an aberration considering the fixity of our 
constant. 

The second point is that very tall men, men six feet and up, six 
feet four inches, also have heart transverse diameters which are 1 
or 2 per cent. under that predicted. If you get exceedingly tall men, 
six feet six inches, you will find an aberration there of about 5 per 
cent. I would therefore suggest that if you find in a study of a 
hundred cases that you are making, in these very tall men you 
tend to overestimate the transverse diameter, it really is not the 
fault of the table; it is only the fault of that type of individual, 
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and whether that is due to a high diaphragm in the short man, 
higher than the average, and a low diaphragm in the tall men, I 
am not certain what is the exact cause, but I feel that so far as the 
practicability of using this table is concerned, the little error which 
has crept in because of height is not a very important discrepancy. 

I have been very happy to learn that my discussion is limited 
to two minutes, so, as the two minutes are up, I am going to thank 
you all for having given this hearty reception to this production 
of Dr. Ungerleider and myself. 


Dr. ScHotz—We have completed the discussion of the Clark- 
Ungerleider thesis. Dr. Anderson of the Northwestern National 
Life Insurance Medical Department has a few comments to make. 
Dr. Anderson! 


Dr. ANDERSON—I want to thank Dr. Scholz for calling on me 
for this. Dr. Cook had Dr. Ungerleider’s paper and he discussed 
it with me and I had the pleasure of reading it, of course, and there 
are several points that I raised and he thought probably it might 
be of interest to the Society here. For that reason, Dr. Cook has 
requested Dr. Scholz to call on me. 

I want to thank Drs. Clark and Ungerleider for their fine presen- 
tation of a very difficult subject. I had the opportunity of dis- 
cussing cardiology with Dr. Ungerleider in my office in Minneapolis 
and at that time, I expressed the hope of his presenting some of his 
views before the Society. There is one phase of this subject, how- 
ever, that I believe warrants further discussion and consideration. 


Is it not possibly true that one could have a normal heart by 
X-ray as far as the transverse diameter is concerned and yet have 
a definite enlargement of the heart posteriorly? In mitral stenosis, 
the left atrium is enlarged but the left ventricle might necessarily 
not be enlarged. This enlargement can be demonstrated only by 
the esophagram. By that I mean, if a patient is asked to swallow 
some thick barium paste which makes an outline of the esophagus, 
the left atrium lies on the esophagus and therefore any enlarge- 
ment of the left atrium would show by the posterior displacement 
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of the esophagus. This can be demonstrated very nicely by having 
them swallow this heavy paste and immediately take a picture in 
the right oblique position. 

Furthermore, in mitral stenosis and also in emphysema, the 
right ventricle is enlarged and yet the patient can have a normal 
transverse diameter of the heart. This would have to be demon- 
strated by taking an X-ray in the left oblique position in order to 
demonstrate this enlargement. The rcentgenologist reports that the 
patient’s heart is within the normal limits in so far as the transverse 
diameter is concerned, and yet had we not had the benefit of the 
esophagram or the left oblique position, we might have found a 
very definite enlargement posteriorly, rendering the patient un- 
insurable. 


Dr. ScHotz—Thank you very much Dr. Anderson. 

A very distinguished physician has prepared a manuscript, 
“Preclinical Aspects of Kidney Disease.” Dr. George Fahr, our 
next speaker received his degree of Doctor of Medicine at the Uni- 
versity of Wuerzburg, and for three years after that he was 
Assistant in Physiology at that Institution. Later he was at the 
University of Copenhagen and later became First Assistant in 
Physiology under Dr. Einthoven at the University of Leyden. In 
1913 and 1914, he was a member of the faculty of the University of 
Giessen. In 1916 he came to the University of Michigan leaving 
that institution in 1918 to serve in the Army until the conclusion 
of the War. From 1919 to 1922 he was on the Staff of the Medical 
School of the University of Wisconsin and since 1922 he has been 
Professor of Medicine at the University of Minnesota. 

The Doctor has produced original research in myxedema, 
lipaemia, nephrosis and electrocardiography ; and his work in phy- 
siology, especially in hemodynamics is well known to all cardiolo- 
gists. 

We are honored in having a thesis by one of the World’s out- 
standing physicians. 
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THE MODERN CONCEPTION OF 
GLOMERULONEPHRITIS 


By GeorcE Fanr, M. D. 


Professor of Medicine, University of Minnesota 
Minneapolis, Minn. 


This paper will contain a brief review of some recent studies 
which allow us to correlate the histological findings in glomerulone- 
phritis with the symptoms and signs of the disease as interpreted 
in the light of the recent work on experimentally produced renal 
hypertension, the recent studies on edema formation, and the 
modern conception of kidney function. 

Before we proceed with the discussion of glomerulonephritis 
we are going to first review two important pieces of research which 
have come out in the last few years. About eight years ago E. T. 
Bell, Professor of Pathology at the University of Minnesota, 
showed that if the renal vein was partially obstructed and collateral 
circulation to the capsule of the kidney was prevented, that high 
blood pressure was produced by the throttling of the circulation 
volume through the kidney. Later this work was taken up by Gold- 
blatt and others who have done an extensive piece of research on the 
probable cause of renal hypertension. Goldblatt? put clamps on the 
renal arteries thus obstructing blood flow through the kidneys. He 
immediately got a rise in blood pressure in his dogs which in some 
of his dogs has been present now for 5 or 6 years. This work has 
been repeated by Collins, Page, Houssay, and others. There is no 
question whatsoever but that the throttling of renal circulation 
leads to a permanent hypertension and that this hypertension is not 
due to reflexes from the kidney or kidney vessels but is due to some 
product formed in the kidney because of the reduced flow of blood 
through it. It may be stated that Landis® has recently obtained a 
white powder from the kidney which injected into animals causes 
a type of hypertension simulating that produced by Goldblatt in 
his experimental animals. 
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In 1896 the English physiologist, Starling, showed that the 
serum albumin and globulin of the blood exert an osmotic 
pressure which is measured by more modern methods as being 
equal to about 22 mm. Hg. and he also showed that whereas crystal- 
loids pass across the capillary membrane practically unimpeded and 
are found on both sides of the membrane in practically the same 
amounts, the colloids remain on the inside of the capillary tubing 
and exert an osmotic pressure which on this side is greater by the 
amount of the osmotic pressure of the serum albumin and globulin. 
In the capillaries there is a hydrostatic pressure which is about 32 
mm. Hg. at the arterial end and about 12 mm. Hg. at the venous 
end. At the arterial end the hydrostatic pressure is greater than 
the colloid osmotic pressure and water and salts must move from 
the inside through the vessel wall to the outside into the tissue 
spaces. From about the middle of the capillary on, the hydrostatic 
pressure within the capillary is less than the colloid osmotic pres- 
sure and water with salts must move from the tissue spaces back 
into the vessel. Filtration at the upper end of the capillary is at 
about the same rate as reabsorption at the lower end of the capil- 
lary. For this reason there is only a small amount of fluid filtered out 
of the capillaries of the body. The little excess is easily taken care 
of by the lymph flow. Starling suggested that the lowering of 
colloid osmotic pressure might well be a factor in edema forma- 
tion. He showed in his animals that if the colloids were diluted in 
the blood and this blood with reduced colloid content was circulated 
through the limb of a dog, the limb became edematous. Through 
animal experimentation it has been proved by the work of Leiter‘, 
Barker and Kirk®, Kerkhof and Fahr®, and others that if one re- 
duces the amount of plasma proteins in the circulating blood a dog 
will become edematous just as Starling predicted. Dr. Kerkhof and 
I have produced a massive edema within 24 hours by reducing the 
plasma proteins in our dogs to low values. With the colloid osmotic 
pressure lowered to a point below the hydrostatic pressure within 
the capillary along its whole length, it is impossible for water to 
be reabsorbed at any point along the capillary. Water, with the 
dissolved salts, must necessarily be filtered out continuously along 
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the whole length of the capillary. Figures 1, 2, and 3 will illustrate 
this. 

Recent researches done in our clinic have also shown that a 
rise in capillary pressure of about 8 mm. Hg. or more will in- 
variably lead to edema formation. Therefore, both a lowering of 
colloid osmotic pressure and a rise in capillary hydrostatic or filtra- 
tion pressure will lead to edema formation and at the present time 
we know of no other mechanisms that will produce edema in 
nephritis and in heart failure. The edema fluid must contain salt 
in nearly the same concentration as in the blood plasma. For this 
reason less salt is excreted by the kidneys when edema is forming. 
The kidneys do not fail to excrete salt because of any damage to 
kidney function. If an indifferent colloid as gum acacia is in- 
travenously introduced into the blood stream, the colloid osmotic 
pressure rises and the edema fluid is drawn back into the blood 
stream and water and salt are both excreted in the urine. The 
pathological kidney can excrete both water and salt when they are 
not prerenally deviated. 

Figure 4 is a schematic representation of the glomerulus and the 
various portions of the glomerulo-tubular unit which makes up the 
physiologically important structure of the kidney. Practically all 
of the blood supplying this purely excretory apparatus of the 
kidney first passes through the glomerular capillary tufts after 
which the same blood passes down through a network of capillaries 
surrounding the kidney tubules. It is here in the tubular region of 
the kidney that the arterial blood passes over into the venous system. 
There is a possibility that there are a few arterial branches which 
carry blood not first into the glomerulus and then down to the 
tubules but enter directly into the tubular network of vessels with- 
out previous passage through the glomeruli. Certainly the amount 
of blood that comes to the tubule without having been previously 
filtered in the glomerulus is small indeed and under no circum- 
stances would it represent more than 5% of the amount that reaches 
the tubules having first passed through the glomerulus. In the 
glomerular capillaries the hydrostatic pressure is high (60 to 80 
mm. Hg.). In the capillaries about the tubules of Henle’s loop 
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the hydrostatic pressure of the blood must have dropped to low 
values (10 mm. Hg.). Within the capillary loops of the glomerulus 
itself there is probably little fall in blood pressure from the afferent 
arterial end to the efferent. The greatest fall in blood pressure 
takes place from the beginning of the efferent arteriole through 
the capillary loop system surrounding the tubules. 


Examination of the functioning glomeruli under the microscope 
indicates that only %4 of all the glomeruli are open and functioning 
at any given moment; the other 34 are closed. Glomerular capil- 
laries are continually opening and closing. If water or a diuretic 
(urea) are injected all of the loops open up for a peak load of 
work. This is in accordance with the experimentally determined 
fact that approximately 34 of a dog’s kidney may be removed 
before renal insufficiency of such a degree develops that the kidney 
cannot get rid of all of the blood metabolites in a 24 hour period 
and these slowly accumulate. In other words uremia develops when 
approximately 34 of all the glomerulo-tubular units are no longer 
capable of functioning. Under these circumstances we must assume 
that the remaining glomeruli remain open most of the 24 hour 
period in order to rid the blood of the maximum amount of 
metabolites. 

In the glomerulus a true ultrafiltration takes place such that the 
water of the blood with its dissolved crystalloids filters out into the 
glomerular. capsule in proportions almost like those in the blood 
plasma. In other words, the capsular fluid is plasma freed of its 
serum albumin and globulin. This filtrate then passes rapidly into 
the d convoluted tubules where a large part of the salt and glucose 
is reabsorbed. In the d convoluted tubules the previously neutral 
plasma ultra-filtrate becomes acid through the secretion of acid 
phosphate ions through the cells of the convoluted tubules. The 
filtrate then passes down the loop of Henle where a large part of 
the water is reabsorbed. The reabsorption of the salt in the con- 
voluted tubules may possibly be under the influence of a hormone 
“cortin” contained in the cortex of the adrenal gland. If cortin 
is absent, sodium is lost in the urine and the sodium level in the 
blood drops somewhat. The absorption of water is certainly under 
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the control of another hormone “pitressin” from the posterior lobe 
of the pituitary. If pitressin is absent water is lost in large quan- 
tities and we have the condition known as diabetes insipidus. 

In addition, it is important to know that some of the creatinine 
is secreted from the convoluted tubules into the urine and perhaps 
some urea. Some of the phenolsulphonphthalein dye is filtered 
through the glomerulus but some is also secreted through the cells 
of the convoluted tubules. The kidney is therefore essentially a 
series of glomerular-tubular units in which a large amount (60-100 
liters) of blood plasma free of its protein is filtered out into the 
glomerular capsule and then this large amount of filtrate is passed 
into the tubules where the water and salt are reabsorbed into the 
blood, otherwise the body would be depleted of its salt and water 
in a few hours. 

This elementary consideration of the physiology of the kidney 
teaches us that a decrease in kidney function will lead to a decrease 
in the amount of metabolites filtered out of the blood and thus 
removed in the urine, that a decrease in kidney function need not 
lead to a significant reduction in the daily output of water in the 
urine nor to a reduction in the daily output of sodium chloride. It 
is a function of the kidney to conserve both water and salt and 
when these functions are disturbed water will be lost in large quan- 
tities (diabetes insipidus) or salt will be lost in abnormal quantities 
(Addison’s disease). Further along we shall learn that retention 
of water is not directly due to alteration of kidney function. It is 
actually brought about by filtration of water out of the body capil- 
laries into the tissue spaces thus making it unavailable for removal 
through the kidney. The same can be said for retention of sodium 
chloride. 

Figure 5 is a schema of the filtering apparatus of the glomerulus. 
It consists essentially of a large afferent and a smaller efferent 
vessel. The afferent vessel breaks up into a network of smaller 
tubes of capillary dimensions. This capillary structure is inverted 
into the Bowman’s capsule. The tubing is largely made up of a 
thin basement membrane with a few epithelial cells over its capsular 
aspect and even fewer endothelial cells on the inner or lumen aspects 
of the tubes. 
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Figure 6 shows a cross section of a tuft of a normal glomerulus. 
It will be seen that the capsule space is fairly wide, that the capil- 
laries are wide open and filled with many red blood cells. Only 
here and there does one see an epithelial cell covering the capillaries 
and here and there also an endothelial cell on the inside of the 
basement membrane or lumen side of the capillary. When seen 
under moderate magnification there are very few nuclei in the 
glomerulus because nuclei are only seen where there are epithelial 
and endothelial cells and an occasional blood leucocyte. These slides 
are shown in order for us to keep in mind the normal histology of 
the glomerulus in order to contrast it with the histology in glomeru- 
lonephritis because it is changes in the number of endothelial and 
epithelial cells together with changes in the basement membrane 
that determines many of the changes in function that take place 
in glomerulonephritis. 

The outstanding features of glomerulonephritis are hypertension, 
albuminuria, hematuria, edema and uremia. Let us see if we can 
explain each of these on the basis of what the pathologist finds 
when he examines the histology of the kidney in glomerulonephritis 
taking into consideration the physiology of the kidney and the 
pathology and physiology of edema and hypertension as we have 
so far developed it. 

Hypertension is a nearly constant feature of glomerulonephritis. 
It is true that so-called pure cases of chronic lipemic nephrosis, 
as a rule, show no rise in blood pressure until the disease has been 
present for some years, but true chronic lipemic nephrosis is after 
all a very rare variety of glomerulonephritis. We will take up its 
consideration later on. It is also true that a few cases of what every- 
one recognizes both clinically and pathologically as glomerulo- 
nephritis show very little or no rise in blood pressure. These 
exceptions to the rule are so infrequent that they can be thought of 
as being in accordance with the old adage that it is the exception 
that proves the rule. 


Figure 7 shows a photomicrograph in low magnification of a 
kidney obtained from a case of severe acute glomerulonephritis. 
It is seen that there are no open spaces in these glomeruli such as 
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one sees in the normal glomerulus and which in the normal 
glomerulus represent cross sections of the lumen of the glomerular 
tufts (capillaries). Instead of these open spaces one sees a large 
number of little black dots. If one could see these glomeruli in the 
original specimen one would note that red blood cells are nearly 
absent from the capillary loops of these glomeruli. 

Figure 8 is a higher power photomicrograph of a portion of this 
same glomerulus. It shows that where previously there were open 
spaces through which the blood could flow in the glomerular capil- 
laries, now these spaces are filled up by the nuclei of large endo- 
thelial cells and what appears to be a granular debris. Now we see 
why there are few red cells in this glomerulus. The lumen of the 
capillaries is clogged up with proliferated and swollen endothelial 
cells and this granular matter which represents the hyaline fibrils 
that can be so well shown with the azo-carmine stain of Mallory. 
In other sections we could show some proliferation of the epithelial 
cells covering the outside of the glomerular tufts or capillaries. 
There has therefore been a proliferation of endothelial and some- 
what of epithelial cells and of fibrils which in some sections actually 
seem to grow out from the basement membrane of the capillaries 
into the lumen. Thus the lumen is stopped up. Very little blood 
can flow through this glomerulus. As far back as 1879 Langhans 
showed that only a few of the glomerular capillaries in acute 
nephritis could be injected. Moreover, to inject these few capillary 
loops it took extremely high pressures. Nature has here performed 
the Bell-Goldblatt experiment of throttling the circulation through 
the kidney with a consequent ischemia. This ischemia causes the 
liberation of a substance from the kidney which, as we know now 
from their experiments, conditions a rise in blood pressure. From 
our histological examination of these kidneys we would know that 
high blood pressure must be a symptom of glomerulonephritis and 
that the degree of this blood pressure would probably vary, depend- 
ing upon the degree of closure as well as the physiological state of 
the patient. A complete occlusion of all glomerular tufts would 
probably lead to no rise in blood pressure because with no blood 
flow through the kidney none of the pressor substances could get 








Glomerulonephritis 111 


out of the kidney into the general circulation. Only partial ischemia 
would probably lead to rises in blood pressure. On the other hand, 
a very minor degree of throttling of the circulation through the 
kidneys would lead to only a slight rise in blood pressure. As there 
are all degrees of occlusion, so there also must be varying degrees 
of hypertension in glomerulonephritis. Moreover, in a moribund 
patient blood pressure as a rule does not rise as high as in a person 
in better physiological condition. 


Slide number 9 shows a drawing made by one of Dr. Bell’s 
pupils. Dr. Leon MacGregor’, from a case of chronic glomerulo- 
nephritis in which the glomeruli have been stained by the azo-car- 
mine stain of Mallory and shows more intimately these patho- 
logical conditions which I have just enumerated. Here one sees 
the cross section of a very large glomerular loop. There are only 
four red blood corpuscles, very much less than one-half the number 
one would ordinarily see in such a loop. On the other hand, one 
finds numerous nuclei of endothelial cells. These nuclei and the 
protoplasm about them is much larger on the whole than in the 
average endothelial cell. Most striking in this section are the intra- 
capillary hyaline fibrils which seem to grow out from or to pre- 
cipitate out from the basement membrane. They take on the same 
staining qualities as the basement membrane and are probably early 
stages of collagen. Be that as it may, one notes how these fibrils 
tend to clog up the lumen of the capillary so that blood can barely 
pass through. In passing it is noted that there is also proliferation 
and swelling of the glomerular epithelium shown in this drawing. 
There is also a slight degree of thickening and roughening up of 
the basement membrane. This drawing of a high powered view 
re-emphasizes what I have said about endothelial cell proliferation 
and intracapillary fibril proliferation as factors that throttle down 
the circulation through the kidney tending to produce hypertension. 

Albuminuria is a constant symptom of glomerulonephritis. If 
we look at sections of glomeruli of cases of nephritis we will find 
an albuminous precipitate in the capsule of the glomerulus which 
indicates that at least some of the albumin comes from the blood 
through filtration in the injured glomerulus. Bieter® has shown 
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that poisoning with bichloride of mercury in the aglomerular fish 
will not produce albuminuria in this animal. For the production 
of the albuminuria of bichloride nephrosis the glomeruli are 
apparently necessary. The albuminuria in nephrosis is therefore 
largely associated with a change in the physical characteristics of 
the membrane of the capillary loops, such that these previously 
good ultrafilters have now become leaky and allow some serum 
albumin to filter through into the capsule space of the glomeruli. 
For many years there was little or no histological evidence of injury 
to the capillary basement membrane which is the essential filter 
membrane of the glomerulus. Recently Bell by the use of the azo- 
carmine stain has shown that in cases of pure lipemic nephrosis, 
the basement membrane of the capillaries of the glomerulus are 
frequently thickened and roughened and frayed out. As time goes 
on this thickening may develop to the point where the thickening 
of the basement membrane narrows down the lumen of the capillary 
of the glomerulus very greatly. Under these circumstances hyper- 
tension will develop in chronic nephrosis for exactly the same 
reason that it develops in glomerulonephritis, namely throttling of 
the circulation with production of the substance that ischemia of 
the kidneys produces. In my estimation pure lipemic nephrosis is 
only an extreme variety of glomerulonephritis usually characterized 
by a large output of albumin in the urine and by an extreme degree 
of hydrops without hypertension, renal insufficiency and hematuria. 
Many cases of glomerulonephritis also show the basement mem- 
brane thickening and fraying as in nephrosis and may also show 
nearly as large outputs of albumin in the urine and nearly as high 
degrees of hydrops. We therefore have anatomical evidence both 
in nephrosis and nephritis that the good ultra-filter membrane of 
the glomerular tufts which is largely made up of this basement 
membrane has probably become changed physiologically. 
Uremia is easily explained when one looks at these altered 
glomeruli in glomerulonephritis. The rate of filtration must be 
interfered with because first of all the surface for filtration is 
largely determined by the diameter of the lumen of the capillaries. 
In these altered capillaries where the inner surface is exceedingly 
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small compared to the normal, the rate of filtration must be 
reduced to the same degree as the inner surface of the capillary 
is reduced. The metabolites of the blood are largely removed by 
filtration through the glomerulus and if this rate of filtration is 
markedly reduced the metabolites will not pass through in the 
normal quantity and will remain behind in the blood, piling up there 
until sufficient of these poisonous products are present in the blood 
to produce the clinical symptoms of uremia. The blood flow through 
these glomeruli must be greatly reduced despite the rise in blood 
pressure and this reduced flow again is a factor for reducing the 
rate of filtration. We can see that in a severe case of glomerulo- 
nephritis with a marked reduction in lumen of the glomerular 
capillaries, retention of metabolites must result and uremia finally 
develops from poisoning by the retained substances. 


Hematuria is also a constant finding in glomerulonephritis 
though in varying degrees. The exact mechanism of hematuria is 
not well understood at this time. In 1879 Langhans® showed that 
if he teased out the glomeruli from cases of acute nephritis the 
cells covering the capillary loops pulled away more easily than in 
normal glomeruli, showing that there was some loosening up of 
the cementing elements holding the structure of the glomerulus 
together. We know that these glomerular tufts are injured and 
we can assume that when blood is flowing through the capillaries 
and the structure has been loosened, it is probably easy for red 
blood cells to get out of these capillaries into Bowman’s capsule 
space where they are frequently seen in microscopic preparations. 
In cases of marked occlusion of the glomerular capillaries there 
will be little hematuria because little blood is flowing. Therefore 
massive hermaturia is usually present in the very earliest stages of 
glomerulonephritis when many of the capillaries are still open. 
Also when the glomerulonephritis is healing because then many of 
the loops have opened up again and the blood flowing into these 
still injured loops is forced out under the comparatively high pres- 
sure in the capillaries. 

Formation of edema in nephritis is no longer difficult now that 
we have proved that the lowering of colloid osmotic pressure may 








114 Forty-ninth Annual Meeting 


in itself produce edema. In those cases of glomerulonephritis and 
chronic lipemic nephrosis where there is a large loss of albumin 
in the urine there is a consequent marked drop in the amount of 
serum albumin in the blood and with this there is a lowering of 
the colloid osmotic pressure below the point at which edema is 
obligatory. Time and time again we have measured the colloid 
osmotic pressure in nephritis and nephrosis and we now know that 
when the colloid osmotic pressure drops from a normal value of 
22 mm. Hg. to around 15 or 16 mm. Hg. which corresponds to 
a drop in the serum protein concentration from 7.5% to about 
5.5%, edema always forms unless water and salt intake is dras- 
tically reduced. If we add an indifferent colloid as gum acacia to 
the blood of patients with edema and lowered colloid osmotic 
pressure consequent to serum protein depletion, we find that they 
get a marked diuresis and with this marked diuresis edema disap- 
pears and retained salt also leaves the body and is found in the 
urine. The gum acacia increases the colloid osmotic pressure, edema 
fluid is absorbed into the blood and delivered to the kidney where 
it is eliminated. 

In our clinic we have measured the venous pressure on many 
cases of acute glomerulonephritis and in not a few of these cases 
have we demonstrated that the venous pressure rises. In a few 
cases we have also demonstrated that the capillary pressure has 
risen to a point at which edema would be formed even with a normal 
colloid osmotic pressure. Thus increased venous and capillary 
hydrostatic pressure is very frequently found in the acute stages 
of nephritis. In the chronic stages it is not found usually unless 
the heart is beginning to fail after many years of nephritis and 
hypertension. There are therefore the two factors, lowered colloid 
osmotic pressure and increased capillary pressure that tend to pro- 
duce edema in nephritis. The loss of albumin from the blood into 
the urine is the cause of the depletion of the plasma proteins and 
the consequent lowering of colloid osmotic pressure. The cause 
of the increased venous and capillary pressures is at the present 
time not so certainly understood but we have proved in our clinic 
many times that many cases of acute glomerulonephritis show 
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quite enormous dilatations of the heart, show electrocardiographic 
changes of myocardial damage and the frequent association of 
pulmonary edema is another proof that we have a heart failure 
factor in acute nephritis. When the heart fails capillary and venous 
pressure must rise. It would seem at the present time that heart 
failure accompanies acute nephritis frequently and is one of the 
causes of edema formation, especially in the early stage before 
plasma proteins have been depleted to the point where their colloid 
osmotic pressure is down around 15 mm. Hg. 


I now desire to show Figure 10, which is taken from one of 
Dr. Bell’s photomicrographs of one of my cases of chronic nephro- 
sis which after many years of albuminuria, lowered colloid osmotic 
pressure, and edema finally developed hypertension and heart 
failure. Here we show a marked thickening of the capillary base- 
ment membrane, a thickening of such an extent that the capillary 
loops are throttled down very much to something of the same 
degree that we find in glomerulonephritis, only here the mechanism 
is somewhat different because it is the thickening of the basement 
membrane alone that narrows the lumen of the capillaries and 
thereby must produce ischemia of the kidney and hypertension on 
the one hand and lowered rate of filtration, retention of metabolites 
and uremia on the other. Here in a disease which usually has no 
hypertension nor uremia associated with it, we find that in the 
end stage both of these features may develop. They can both be 
easily explained by the continued narrowing of the capillaries 
through the increasing amount of thickening of the basement 
membrane surrounding these capillaries. It is exceedingly rare to 
find a case of so called pure nephrosis, i.e., one in which in the 
early stages there is only albuminuria, lowered plasma proteins, 
lowered colloid osmotic pressure and edema with no hypertension 
and absolutely no signs of renal insufficiency. Usually there is some 
renal insufficiency and some hypertension, even in those cases in 
which there is a large loss of albumin and marked edema just as 
in the pure cases of chronic nephrosis. This is usually because 
most cases have not only the thickening of the basement membrane 
but also the formation of intracapillary fibrils, proliferation of 
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endothelial cells and even epithelial cells, so that we have a com- 
bination of the various factors found in both glomerulonephritis 
and in so called pure nephrosis. 

Figure 11 is a photomicrograph of one of the glomeruli of one 
of my recent cases of acute nephritis who developed swelling of 
the ankles just six weeks before entering the hospital and weak- 
ness which necessitated his quitting his work. At the onset of his 
disease he noticed some difficulty in urination and that the amount 
of urine was definitely diminished. The edema first showed itself 
as puffiness around the face and eyelids. This was followed by 
swelling about the ankles. There was only a little shortness of 
breath until he had been in bed at home for one week. Then he 
started to notice wheezing in his chest which lasted for 2-3 weeks 
and then disappeared. When the patient arrived at the hospital he 
showed a very high degree of pitting edema of the lower extremities 
extending up to the sacrum and also present in the arm. The 
scrotum was markedly distended with fluid. The abdomen was 
swollen and apparently there was some ascites. There was also a 
small amount of hydrothorax on both sides. 

Examination of the patient on entrance to the hospital revealed 
a blood pressure of 176/100. Later this went down to 160/95 but 
never was any lower than this. After six days in the hospital the 
patient developed severe dyspnoea which resembled the Kussmaul 
type of breathing. After six days in the hospital and a total illness 
of approximately seven weeks, he died. The urine examination 
showed a specific gravity that never went above 1.024 despite the 
fact that there was 2%* albumin in this urine. There were many 
granular casts in every specimen. Red blood cells were absent in 
three urine specimens and a very occasional one found in the fourth 
specimen. All specimens of urine showed from 8-12 pus cells in 
a high powered field. The blood urea nitrogen at the time of 
entrance to the hospital was 40 mgm. The carbon dioxide com- 
bining power was 10% on the day of death which indicates that 
the diagnosis of acidosis and Kussmaul breathing was justified. 
The plasma proteins were 5.6% which corresponds to an osmotic 





*Our studies show that three points must be subtracted from the specific gravity of 
urine for every 1% of serum protein in the urine. 
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pressure of 15-16 mm. Hg. The venous pressure was 9 mm. Hg. 
This is 4 mm. Hg. above normal and increases the tendency to 
edema formation. It also indicates a slight degree of heart failure. 


At autopsy it was found the patient had a heart weighing 330 
grams with a moderately severe narrowing of the left coronary 
artery with some fibrosis of the left ventricle. There was also some 
narrowing of the right coronary artery. The lungs showed no 
signs of passive congestion. The liver showed very moderate signs 
of passive congestion. Kidneys were normal in size but the cortex 
was somewhat broadened. Examination of the glomerulus in this 
case shows a very marked amount of thickening of the glomerular 
basement membrane with only a very slight increase in the endo- 
thelial cell content. In other words, this is the histological appear- 
ance of a pure nephrosis and not the picture of glomerulonephritis. 
The narrowing of the glomerular capillaries through thickening 
of the basement membrane is sufficient to have caused some rise 
in blood pressure. The reduction in filtering surface due to this 
membrane thickening with consequent reduction in lumen of the 
capillaries taken together with the slight degree of heart failure, 
is enough to explain the slight degree of uremia which he had when 
he entered the hospital and which possibly increased somewhat 
during the few days in the hospital before he died. 


I am showing this slide because I think it is a very rare example 
of acute pure nephrosis in which the membrane thickening came 
on very rapidly and by narrowing the lumen of the capillaries 
probably led to renal insufficiency and hypertension without there 
being any of the usual pathology that brings about hypertension 
and renal insufficiency in glomerulonephritis, namely endothelial 
cell proliferation and intracapillary fibril formation. Most cases 
of what the pathologist calls glomerulonephritis show the histo- 
logical signs of both the nephrosis and the nephritis elements, 
namely some thickening of the capillary basement membrane as 
well as proliferative changes in the endothelial and epithelial cells 
and intracapillary fibril formation, but there are cases in which the 
glomeruli show only proliferative changes in the endothelial and 
epithelial cells as well as intracapillary fibril formation and other 
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cases which show none of these features but only the basement 
membrane thickening. In my estimation both of these are extreme 
varieties of glomerulonephritis and the only reason for using the 
term nephrosis is to emphasize capillary basement membrane 
thickening, severe albuminuria with depletion of plasma proteins 
and severe anasarca. The term glomerulonephritis would then be 
used to denote endothelial and epithelial cell proliferation, intra- 
capillary fibril formation, hypertension, renal insufficiency and 
hematuria. It will be noted that in our case of acute nephrosis there 
are practically no red cells in the urine. Hematuria seems to be 
the most diagnostic feature of glomerulonephritis. 

Up to the present we have been considering glomerulonephritis 
in general. Most of the illustrations were taken from cases of acute 
of subacute glomerulonephritis. We shall now consider chronic 
glomerulonephritis in its development. 

In Figure 12 we see a portion of a histological specimen of 
an advanced stage of chronic glomerulonephritis. Some of the 
glomeruli have become completely hyalinized. In others one sees 
that only some of the tufts of a glomerulus are hyalinized and 
therefore completely occluded, whereas others are still open. Some 
sections show glomeruli which have the appearance that one sees 
in acute glomerulonephritis. Other glomeruli seem nearly normal. 
This slide is important because it shows that chronic glomerulo- 
nephritis usually develops not as a uniform process throughout the 
cortex of the kidney but rather that it advances by stages. In any 
given stage there may be a greater or lesser number of glomeruli 
which show the pathological processes of an acute glomerulo- 
nephritis ; i.e., endothelial cell and epithelial cell proliferation with 
production of intracapillary fibrils. This may go in some of these 
glomeruli to complete occlusion of the capillaries with eventual 
hyalinization through increased production and fusion of the intra- 
capillary hyaline fibrils. In this process the endothelial cells undergo 
absorption in the hyaline material. Finally these hyaline glomeruli 
may be absorbed completely and are replaced by connective tissue. 
Very probably some of the glomeruli in any given stage have their 
normal histological structure completely restored after becoming 
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partially closed in the acute nephritic process. Later on these latter 
glomeruli may again go through the acute nephritic pathological 
process along with other glomeruli as yet untouched by this process. 
All or a portion of this new group of injured glomeruli may go on 
to hyalinization or replacement by scar tissue. From time to time 
new groups of glomerulo-tubular units take part in the process. 
But even after many years of this type of attack upon the anatomical 
structures of the excreting units of the kidneys some few remain 
completely or nearly completely free of these changes. When from 
three-fourths to four-fifths of all of the glomeruli have been closed 
and the corresponding tubuli atrophied or absorbed, renal insuffi- 
ciency of such a degree develops that uremia must soon follow. 

During the acute and subacute stage of glomerulitis the tubules 
may show cloudy swelling, hyaline droplet formation and fatty 
infiltration. But after there has been continued severe constriction 
of the capillary blood flow through the glomerulus and therefore 
to the tubules, the latter become atrophic. The function of the 
Henle loop tubules is to concentrate the urine. If this structure 
is injured, concentration of the urine will be impaired. When the 
majority of the tubules have become atrophic, one finds that urine 
has the specific gravity of the protein free plasma (isosthenuria). 
In other words, there is no concentration and no dilution of the 
urine. The urine which is passed out of the glomerulus as a pure 
ultrafiltrate retains approximately this concentration all along the 
tubule. There are probably two reasons for this; first, tubular 
pathology probably is associated with reduced water and salt 
absorbing power in the Henles loop and convoluted tubules and 
therefore reduced concentration of urine ; secondly, the few remain- 
ing functional units filter continuously with a very rapid flow of 
urine down the tubules with consequent inadequate absorption of 
water. Polyuria and inability to concentrate always result when 
marked tubular atrophy is present. 

Acute glomerulonephritis cases may die of uremia or heart 
failure within a few weeks, or they may go on for a few months 
and then death from uremia, pneumonia or peritonitis. Chronic 
glomerulonephritis lasts for a year or more. It may begin as an 








120 Forty-ninth Annual Meeting 


acute nephritis and the symptoms of hypertension, albuminuria, 
hematuria and cylinderuria be marked at first. An early stage of 
uremia or heart failure may be present. After a period of a few 
weeks these symptoms may all recede and the patient may appear 
to be completely recovering. But the albumin will not completely 
disappear from the urine, there will usually be a few more red 
cells present than are found in the urine of normal persons. A few 
pus cells and casts above the normal will be almost constantly pres- 
ent in a 24 hour specimen. 

In many, but not all of the cases which are passing through this 
so called “latent stage”, from time to time there will be exacerba- 
tions of the urinary findings and the blood pressure. Frequently 
following a “cold” or sore throat the amount of albumin, red cells, 
pus cells and casts in the urine will temporarily increase and the 
blood pressure may rise and edema may appear. This may all be 
very transient and after a few days or weeks everything be as 
before. On the other hand, many cases of chronic nephritis give 
no history of any acute stage but pass through the “latent stage” 
unobtrusively. A routine urine examination in an otherwise normal 
person may show albumin, red cells, pus cells and casts in more 
than normal amounts. The blood pressure may or may not be 
slightly elevated at this stage. It all depends upon the number of 
glomerular tufts through which circulation is blocked at a given 
moment and also somewhat on the distribution of these blocked 
tufts. 

From what has already been said one can easily imagine acute 
glomerulonephritis affecting a greater or less number of glomeruli 
from time to time. In some perhaps healing completely with resti- 
tution to the normal for the time being. In others going on to 
hyalinization and ultimate removal. This process going on for 
years until many of the glomeruli are more or less completely 
blocked, hyalinized or removed and replaced by scar tissue. 
Tubules in some cases being swollen and fatty, in others atrophic 
and in other cases removed and replaced by scar tissue. 


As a chronic glomerulonephritis progresses, one will find that 
slowly but surely a blood pressure which may have been normal 
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at the beginning will rise. First it will rise just a little but as 
months and years go on, it will rise more and more. This means 
that there is more and more occlusion of the glomeruli, more and 
more ischemia of the kidney. As a rule as time goes on, the blood 
pressure rises higher and higher until towards the end will usually 
be around 180-220 systolic. Sometimes in addition to glomerular 
throttling with ischemia and rise in blood pressure, true hyper- 
tension of essential type associated with vascular pathology in the 
kidney develops, thus aiding in increasing the blood pressure. The 
albumin as a rule that is poured out in a chronic glomerulonephritis 
is small in amount. There may be only a trace or one plus. As a 
rule as time goes on the amount of albumin does not increase much 
but frequently decreases. In chronic nephrosis for example one 
sometimes notices that as hypertension comes on with renal insuf- 
ficiency, the amount of albumin poured out becomes less and less, 
the proteins in the blood rise and the osmotic pressure of the colloid 
rises and edema may disappear and not reappear until there is 
some heart failure associated with the condition. 

As time goes on the urea clearance test becomes less and less. 
This means that glomeruli are being thrown partially or completely 
out of function. As more and more are thrown out of function, 
the blood urea clearance test becomes smaller and smaller. As 
VanSlyke! has shown, uremia develops when the urea clearance 
test becomes approximately 20% of the normal. But the clinician 
doesn’t need this difficult test to indicate to him what is going on. 
As time goes on the kidney’s ability to concentrate the urine 
becomes less and less. First it will concentrate up to 1.030, later 
to 1.025-1.020 and when it is no longer able to concentrate above 
1.012, we know we are approaching toward those stages of renal 
insufficiency where uremia must soon develop. The same may be 
said of the P.S.P. test. First the output in the first two hours will 
be in the neighborhood of 60%. As more and more glomeruli 
occlude it will be 40%, 20% and when values around 10% are 
reached and nearly three-fourths of the glomerular tufts are closed 
uremia is in the offing. We know from all these tests what is going 
on in the kidney. More and more glomeruli are becoming occluded 
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until when approximately 80% of all the glomeruli are thrown out 
of function, renal insufficiency has developed to such a point that 
uremia must develop unless special precautions are taken to reduce 
the intake of protein. We can follow with our clinical tests the 
progress of this disease and predict pretty well what the kidneys 
will look like at the time of autopsy. If there is a great outpouring 
of albumin we know there is damage to the ultrafilter membrane 
of the glomerulus and there will probably be some thickening of 
the basement membrane. If the blood pressure rose we know there 
will be occlusion of glomerular loops and we can predict some 
glomeruli completely hyalinized, some partially, some showing 
varying degrees of endothelial cell proliferation with hyaline fibril 
formation and proliferation of the epithelial cells. If hematuria has 
not been present we must assume the probability of the nephrotic 
type of lesion with basement membrane thickening determining the 
hypertension and renal insufficiency by throttling glomerular circu- 
lation. As time goes on we know that the kidneys will become 
smaller because many of the glomeruli, after hyalinization, dis- 
appear and are replaced by scar tissue. We know that with partial 
and complete obliteration of the glomerular capillaries the tubuli 
have a decreased supply of blood and atrophy and polyuria with 
isothenuria will result. Thus from the clinical we can predict some- 
thing of the pathological or vice versa. 

The life insurance medical directors are interested primarily in 
the prediction of life expectancy. Insofar as acute glomerulo- 
nephritis is concerned, we know that probably no more than 5% 
of the cases dies in acute or subacute stage. Probably something 
like 30% of cases which have had acute glomerulonephritis go on 
to chronic glomerulonephritis with an average life expectancy of 
somewhere around two or three years after the acute onset. A 
patient who has had an acute glomerulonephritis should therefore 
be considered a poor risk until especially careful examination of 
urine and blood pressure rule out the presence of chronic glomerulo- 
nephritis. Not all cases of chronic glomerulonephritis develop from 
a known acute glomerulonephritis but on the other hand, develop 
insidiously. The problem for the life insurance medical directors 
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FIGURE 1. Diagram of the normal mechanism of water and 


salt filt 


ration in the body capillaries held at right auricular level. 


Filtration of water and salt out of the upper half of the capillary is 
in equilibrium with absorption of water and salt in the lower half 
of the capillary. 
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FIGURE 2. When colloid osmotic pressure is reduced to 15 mm. 
Hg. filtration far exceeds absorption in the body capillaries held at 
right auricular level. 
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Mechanism with increased venous pressure 
(congestive heart failure) 
FIGURE 3. When venous pressure is elevated capillary pressure 


is also elevated and filtration through the wall of the capillary 
exceeds absorption. 
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FIGURE 4. Schema of blood supply of glomerular tubular unit 
of kidney and site of filtration of water, salt, sugar, and metabolites 
as well as site of reabsorption of water, salt, and sugar. 
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FIGURE 5. Schema of filtering apparatus of the glomerulus. 
A network of tubules made up of basement membrane covered by 
a few epithelial cells on the outside and endothelial cells on the 


inside contains the blood plasma under a hydrostatic pressure much 
higher than colloid osmotic pressure. 
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FIGURE 6. Histology of normal glomerulus. Photograph of a 
chart drawn under the supervision of Dr. Leone MacGregor, 
Department of Pathology, University of Minnesota. 





























FIGURE 7. Histology of acute glomerulonephritis taken from 
figure 227 of E. T. Bell’s textbook of pathology with Dr. Bell’s 
permission. 




















FIGURE 8. Histology of acute glomerulonephritis under higher 
magnification taken from E. T. Bell’s textbook of pathology, figure 
229, with Dr. Bell’s permission. 
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FIGURE 9. High power view of glomerular loops in a case of 
glomerulonephritis showing the so-called hyaline fibrils clogging up 
the lumen of the loop. This is a photograph of a chart made for me 
under the supervision of Dr. Leone MacGregor and was taken from 
her work on the histology of glomerulonephritis, American Journal 
of Pathology, volume 5, 1929. 
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FIGURE 10. Histology of the glomerulus in a case of long 
standing pure nephrosis which finally developed hypertension and 
renal insufficiency. Note marked narrowing of the capillary loops 
through thickening of the basement membrane. From _ photo- 
micrograph in the possession of Dr. E. T. Bell and published with 
his permission. 
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FIGURE 11. Photomicrograph of a glomerulus of a recently 
studied case of acute nephrosis with hypertension and some renal 
insufficiency. Note narrowing of the loops by basement membrane 
thickening. Photomicrograph made for me by Dr. E. T. Bell. 








FIGURE 12. Low power photomicrograph of a case of chronic 
glomerulonephritis. This section shows completely hyalinized 
glomeruli as well as glomeruli which have some hyalinization but 
also have some loops still open. 
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then is what are the criteria in the urine that determine whether a 
case is insurable or not, or in other words, whether a case has no 
signs of a developing chronic glomerulonephritis. All cases of 
chronic glomerulonephritis with the very rarest exceptions show 
albumin in the urine. On the other hand, it is true that there are 
cases of albuminuria which never develop into chronic glomerulo- 
nephritis. It is quite easy to determine whether this albuminuria 
is orthostatic or not. Collecting the urine after the patient has been 
resting flat on his back, is, I think, sufficient to rule in or out the 
orthostatic factor. 

If the patient shows albumin in the urine while lying flat on his 
back it must be assumed that the albuminuria is not orthostatic and 
is due to something else. If albumin alone is present and there 
are no red cells and no pus cells and no casts beyond the normal 
number, I would say that the condition is very probably not asso- 
ciated with a latent chronic glomerulonephritis and is insurable. 
If casts, red blood cells and pus cells are present in the urine in 
abnormal number, it must be assumed that the case is probably 
glomerulonephritis or possibly a pyelonephritis, certainly a disease 
of the urinary tract which is not insurable. It therefore becomes 
necessary to know how to determine casts and cells accurately and 
what the average number of casts in the urine is and what we are to 
consider the upper limit of normal. 

Addis" has done an excellent piece of work on this subject. He 
has determined formed elements in the urinary sediment on a large 
number of normal individuals. He finds that the average number 
of casts in normal urine is 1,000 in a 12 hour collection. As many 
as 4,000 were found in the urine of three out of 80 individuals. 
Certainly 10,000 casts in a 12 hour collection of urine could very 
safely be set as the upper limit of normal. Insofar as I know, even 
mild cases of chronic glomerulonephritis show more than this. 
The average red blood cell total count in the urine was 66,000; the 
highest was 425,000. I think one million could be safely considered 
the upper limit of normal. If one wished to be a little more con- 
servative and put down one-half million as the upper limit of normal 
we would probably never rule out a significant number of normal 
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cases from life insurance and we undoubtedly would catch all the 
cases of the mildest latent glomerulonephritis. Especially when 
we remember that this careful type of urine examination will only 
be carried out on cases with a history of acute nephritis in the past 
or on cases showing a trace of albumin in the specimen of urine 
as obtained in the ordinary examination. The white blood cell and 
epithelial cell counts were done together because of the great diffi- 
culty in differentiating these two types of cells. It was found that 
the average epithelial and white blood cell count was 322,000, the 
highest being 1,800,000. A conservative figure of two million as 
the upper limit of any normal would certainly rarely rule out a 
case without any kidney disease from obtaining insurance and 
would certainly catch practically all cases of latent chronic glomeru- 
lonephritis or pyelonephritis and exclude them from obtaining life 
insurance. This work by Addis was done on healthy normal medical 
students and there was no difference between the 12 hour count 
during the night or day. Shaking the patient on a mechanical shaker 
increased the number of red blood cells probably significantly but 
this difference was not much greater than the probable difference 
between the averages of the two series. Eating a large amount of 
meat did not increase the casts but seemed to increase the red 
cells in a small but for life insurance purposes insignificant amount. 

In order to make accurate estimations of the formed elements 
in the urinary sediment it is necessary to have a high specific gravity 
if the reaction of the urine is neutral, otherwise red cells and casts 
may disappear. In other words, in order to make this sort of an 
examination it is necessary that the urine be collected after some 
form of concentration. This could easily be done by giving the 
patient an evening meal consisting of meat and salted potato chips 
with a vegetable and dessert but reducing the water intake to one- 
half glass of fluid with the meal and no fluid until the next morn- 
ing. The bladder would be emptied and the urine collected at 8 the 
next morning. Under these circumstances a normal urine would 
have a fairly high specific gravity. Certainly in a normal urine 
the specific gravity under these circumstances would be close to 
1.024 and the casts and red blood cells would be well preserved in 
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this specimen. A word may be said at this point about the specific 
gravity of urines. In order that the specific gravity be of any value 
in the determination of concentrating ability we must know how 
much water has been taken before the specimen has been examined. 
I believe that a morning specimen obtained after an evening meal 
containing considerable meat and salt but allowing only for about 
100-150 cc. of fluid with the meal and none after the meal until 
the morning specimen has been obtained should have a specific 
gravity of at least 1.024, otherwise the insurance companies should 
not accept the case. As to blood pressure, in my opinion any dias- 
tolic blood pressure of 90 or above must be investigated carefully 
when applying for insurance if we are to exclude chronic nephritis. 
A systolic blood pressure of 145 or above is also to be considered 
as indicating increased risk for insurance companies excepting 
perhaps in people who are over 60 years of age. Even here I would 
be suspicious of the development of hypertension or coronary 
arteriosclerosis. 
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Dr. ScnHotz—Dr. Kirkland is so modest that he is very apt to 
“hide his light under a bushel”. He was, as you know, Resident 
Pathologist at Bellevue Hospital, and he spent two years in Euro- 
pean study. One year of this was with Volhard at Frankfurt-am- 
Main, in research of cardio-vascular-renal diseases. At the present 
time, in addition to his position with the Medical Department of the 
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Prudential Insurance Company, he is in charge of the Cardiac 
Clinic at the Second Medical Division, Bellevue Hospital. I was 
happy when Dr. Kirkland accepted a discussion of Dr. Fahr’s thesis. 


Dr. KirKLAND—A review of the physiological fundamentals of 
any subject, such as that applied by Dr. Fahr to impairment of 
renal function, is very worth while as a basis for evaluating methods 
of practical diagnosis. In our insurance selection we have taken 
cognizance of the hazards of attempting to predict the duration of 
life in even the most favorable cases of glomerular nephritis by 
declining to consider risks with such a history showing any sig- 
nificant residua. We know, however, that in many instances 
recovery from acute glomerular nephritis is complete. It has been 
noted clinically how often cases with well established initial stages 
fade from view, in the familiar fashion of the cured patient 
intolerant of further observation, and yet how often they return 
in uremia after a protracted interval in which they were apparently 
well. How can we identify those cases which, in spite of a definite 
or suggestive history, are insurable as standard risks or eligible 
for minimal ratings? 

Dr. Fahr has described the function of the tubules of Henle’s 
loop in the reabsorption of the water constituent of the glomerular 
filtrate, and has commented on the isosthenuria of advanced damage 
to the nephron. We have seen turned to advantageous practical 
use this concentrating power of the intact tubule in the numerous 
procedures devised to study the influence of dissolved urinary 
constituents on specific gravity. It is the simplest of these which 
aids us most, confronted as we are with the diagnostic restrictions 
inevitable in insurance work. 

The majority of renal function tests involve a technique which 
is, to say the least, distasteful to the applicant. The administration 
of test substances yields results so dependent on prerenal factors 
that sensitivity is minimal. Tests involving the simultaneous 
examination of blood and urine, such as the clearances of urea and 
creatinine as well as of other substances as yet in the experimental 
stage, require elaborate preparation and carefully controlled con- 
ditions. At best their satisfactory appraisal requires, to determine 
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a mean value, several observations, obviously an impossibility in 
our work. There may in time be developed other methods which will 
prove superior, but at this time there is no unanimity of opinion 
pointing to a constantly greater efficiency of these established pro- 
cedures in comparison to the determination of the maximum 
specific gravity of the voided urine. 

As stated by Dr. Fahr, the outstanding features of glomerular 
nephritis are hypertension, albuminuria, hematuria, edema, and 
uremia. The last two represent stages of the disease outside the 
scope of insurance selection. A combination of any two of the 
others would be regarded as unfavorable, especially if either were 
present in any considerable degree. Occurring singly, hypertension, 
albuminuria, or hematuria should be scrutinized with the greatest 
care if occurring in the presence of a spontaneous urinary specific 
gravity of less than 1.020. This is, of course, on the assumption 
that no history of an acute episode is admitted. It is also to be 
borne in mind that a slowly progressive glomerular nephritis with 
minimal albumin excretion usually carries with it some elevation 
of blood pressure affording a clue to possible renal pathology. 
Conversely, an individual may have completely healed his nephritis 
and at some remote later date develop a mild benign hyper- 
tension, of itself insurable at a suitable rating; however, such a 
distinction can not be made on the basis of a single observation. 

Although the performance of a urine concentration test is per- 
haps ideally carried out under hospital supervision, it is adequate, 
for our purposes, to secure specimens passed after twelve hours 
abstinence from fluids. Volhard, even when preceding his con- 
centration test by a determination of the diluting capacity of the 
kidneys, attained in most cases satisfactory maximal specific 
gravities in ten hours. If the subject abstains from fluids after 
the evening meal, on that occasion restricting intake as much as 
possible, and discards all specimens passed on retiring or during 
the night, either the first morning sample, passed immediately on 
arising, or the second, passed after normal interval activity but 
still without fluid intake, should in normal individuals show a 
gravity of 1.028 or more. Only occasionally will individuals be 
encountered who require a longer preparation period. It may be 
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mentioned that the second specimen will in some cases be of value 
in identifying an orthostatic albuminuria. 

We have, then, a means of readily determining the maximum 
functional performance of the kidney entailing only reasonable 
cooperation on the part of our applicant. Since our only problem 
in the face of established initial disease is to exclude cases pre- 
senting themselves in the latent chronic stage referred to by Dr. 
Fahr, it is apparent that repeated urine analyses are requisite to 
the detection of the minor exacerbations so often occurring in 
such individuals. Quantitative estimation of albumin and careful 
counts of the sediment constituents are essential. There are cer- 
tain to be cases who have passed through the initial nephritic stage 
all unaware, and who progress far into the latent stage without 
symptoms or objective findings. These we can not detect, but 
elimination of a large group of cases with histories or with sus- 
picious casual findings will be possible if we apply strictly the 
principles of maximum specific gravity and constantly negative 
albumin and sediment which are corollary to the physiological and 
pathological fundamentals of Bright’s disease. 

May I express my appreciation of the privilege of adding a brief 
word to the excellent presentation of Dr. Fahr? We shall increase 
the efficiency of our selection in connection with many impairments 
if our criteria can be developed from so sound a grasp of the basic 
principles involved. 


Dr. ScHotz—Dr. Bradshaw is well known to us middle-aged 
medical directors, and I urgently suggest to you younger members 
that you cultivate his acquaintance. The Doctor, having had 
exceptional pre-medical and medical training, supplemented by 
constant and close application to clinical and life insurance medi- 
cine, and possessing a very logical mind, has all the elements that 
make him of extreme value to his Company and to life insurance 
medicine in general. Numerous times Dr. Bradshaw has partici- 
pated in our meetings, and each time his thesis or discussion has 
further confirmed our respect for him. Having knowledge of the 
Doctor’s post-graduate studies on kidney diseases and his apt deduc- 
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tions, I have been very keen to have his thoughts for us all on this 
important subject. 


Dr. BrapsHAw—Onr President should be congratulated on in- 
cluding this timely subject of nephritis in his program. The method 
of presentation that Dr. Fahr has chosen, brings this important 
subject before us as a concrete picture and he gives us a clear sum- 
mary of the material facts known about this disease. For the past 
several years we have read from time to time of the experimental 
evidence which has gradually solved the mechanisms of hyper- 
tension, albumin and edema production, and the other metabolic 
alterations which comprise the pathological conditions of nephritis. 
Doctor Fahr has skillfully combined this evidence and has scien- 
tifically presented the modern picture of acute and chronic glomeru- 
lar nephritis. 

It is also an important paper because we are hearing less and 
less of this serious impairment in comparison to its apparent fre- 
quency twenty to thirty years ago. Those of us who remember 
the Insurance Record of twenty years ago, recollect the frequent 
reports of albumin, casts and other kidney impairments. Today 
urinary impairments are relatively infrequent, their place now 
being superseded by blood pressure and cardiovascular records. 

This observation is confirmed by a review of the death rate 
from chronic nephritis. In The Mutual Life Insurance Company 
the death rate from this disease twenty years ago was 115 per 
100,000. Ten years later it had dropped to 90 per 100,000 and 
at present the rate is about 60 per 100,000. Doctor Dublin in his 
recent book “Twenty-five Years of Health Progress” states that 
in 1912 the death rate from chronic nephritis was 113 per 100,000. 
In 1935 the rate had dropped to 52.9 per 100,000. Both of these 
studies show a decrease in the death rate from nephritis of approxi- 
mately 50% in twenty years. Also, in a recent study of our large 
amount risks—that is $50,000 or more issued on one application, 
the deaths from chronic nephritis amounted to only 3% of the total 
deaths. This experience was from 1919 to 1937. 

Even though nephritis appears to be decreasing as a cause of 
death, the recognition of the association of hypertension and 
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nephritis is of paramount importance in life insurance medicine. 
From a study of the literature, it is now generally accepted that 
hypertension may be of renal origin. As Doctor Fahr points out, 
hypertension is known to be associated with obstructive disease of 
the urinary passages, with chronic glomerulonephritis, polycystic 
kidney, renal panarteritis and severe amyloidosis. Yet some investi- 
gators like Kylin? deny the renal origin of hypertension and regard 
the renal manifestations as secondary or merely coincidental. 

Goldblatt”, the proponent of the kidney origin of hypertension 
states that no definite pressor substance of the systemic or venous 
blood, or extract of the plasma has ever been demonstrated. Trans- 
fusions of blood from hypertensive individuals to ones with normal 
blood pressures have no effect on the latter. In 1934, Fishberg* 
stated that “in cases of essential hypertension in which no intra- 
renal arteriolar disease was found, the possibility of severe sclerosis 
in some portion of the main renal arteries was usually not excluded”. 

The most recent investigators of this phase, Moritz and Oldt*, 
have drawn the conclusion from their results that vascular disease 
of the kidney must be seriously considered as playing a primary 
part in the pathogenesis of essential hypertension. 

An interesting practical application of the renal origin of hyper- 
tension is the finding in children and adults of hypertension asso- 
ciated with unilateral pyelonephritis and vascular disease and the 
prompt return of the blood pressure to normal after excision of 
the diseased kidney. 

Etiology. Experimentally glomerular lesions resembling human 
glomerulonephritis have been produced by the intravenous injec- 
tion of uranium nitrate and other poisons. But these experiments 
do not explain the mechanism of Brights disease for the following 
reason : 

Acute diffuse glomerulonephritis in man is almost invariably a 
sequel of some streptococcus infection such as scarlet fever or 
subacute bacterial endocarditis. However, nephritis does not occur 
during the active period of the disease when the organisms or 
their bacterial toxins are reaching the kidneys in greatest con- 
centration. The nephritis commonly occurs in the second week 
after recovery and in the majority of cases it has an extraordinarily 
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sudden onset. Clinically it has been noted that streptococcal in- 
fections themselves, no matter how prolonged, do not cause 
glomerulonephritis unless the streptococci are killed off and the 
patient recovers from the infection. Baehr® reports that among 
fifty-three consecutive patients with streptococcus hemolyticus 
bacteriemia which came to autopsy, no instance of acute diffuse 
glomerulonephritis was found. In contrast to this negative finding, 
he reports fifty-seven patients with subacute bacterial endocarditis 
who died subsequently in the bacteria-free stage of this disease. 
Of these, nineteen or 33.3% developed diffuse glomerulonephritis 
which was responsible for their death in uraemia; one died of 
acute glomerulonephritis and the other eighteen succumbed in the 
subacute or chronic stage of typical glomerulonephritis. 
Prognosis : 

It is important in our work of selection to differentiate between 
acute nephritis and the chronic form. As a general rule it may 
be accepted that if the period between the acute infection and the 
appearance of renal disease is greater than ten days, it favors the 
diagnosis of acute nephritis. In chronic nephritis, the flare-up 
usually occurs during the acute infection or shortly thereafter. 

Some clinicians believe that patients who have had glomerulo- 
nephritis have suffered a severe and permanent damage to the 
kidney. Even though recovery may be complete, so that for years 
no albumin or only an occasional trace persists in the urine, they 
believe the kidney remains susceptible to toxic damage. Also 
arterial hypertension may develop insidiously. 

Others take a more optimistic viewpoint. It is stated that a 
fatal outcome occurs in less than 5% of the cases of acute glomer- 
ulonephritis. In children, especially if they are hospitalized re- 
covery occurs in about 90% of the cases, but in adults, the prog- 
nosis is definitely less favorable. The estimates of recovery in 
adults vary from 15 to 70 per cent. The opinion is unanimous that 
it is impossible to predict the outcome of acute glomerulonephritis 
early in its course. Nor is the mildness or severity of the acute 
attack helpful in predicting the future. However, when significant 
impairment of renal function persists for more than three or four 
months, the outlook for complete recovery is almost invariably bad. 
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The experience of the Mutual Life on accepted cases with a 
history of nephritis within two years prior to the application has 
been unfavorable, although the experience is small and subject to 
chance fluctuations. Cases that have been accepted after a longer 
period has elapsed since the attack show a satisfactory mortality. 

In the past few years we have accepted rather freely cases show- 
ing 10 mgs. or less of albumin as a single impairment. In this 
group as a whole, the mortality experience has been above the 
normal limit of acceptance. In subdividing this group, the ex- 
perience for ages under forty has been fairly good, but for ages 
forty and over the experience is decidedly unsatisfactory. 

We are greatly indebted to Dr. Fahr for his excellent presenta- 
tion. 
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Dr. ScHotz—Mr. Ray D. Murphy, Vice President and Actuary 
of the Equitable Life Assurance Society, is co-author of an 
actuarial study which is outstanding—‘“Construction of Mortality 
Tables from the Records of Insured Lives’, and is the author of 
numerous other articles on actuarial and underwriting subjects. 
He is President of the Actuarial Society of America. One of the 
many problems in which Mr. Murphy has been deeply interested 
is the excess mortality of policyholders carrying large amounts of 
insurance, and he was very largely responsible for the formation 
of the Big Case Bureau. His thesis, “Recent Advances in the 
Selection of Large Risks”, is indeed timely and will answer many 
questions in which we are all interested. 
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RECENT ADVANCES IN SELECTING 
LARGE RISKS 


By Ray D. Murpuy 
Vice-President and Actuary, Equitable Life Assurance Society 


The appearance before this distinguished gathering of physicians 
of one who is not a member of the medical profession calls for 
some reasonable explanation. I might properly plead, as an excuse 
for my appearance, my admiration for the work which you are 
doing in the cause of life insurance, the high ethical spirit in 
which you are doing it, and the scientific progress you have made 
in it—a progress, by the way, which has benefited and should 
increasingly benefit clinical medicine as well as life insurance 
medicine because of your peculiar facilities for observing large 
groups of people with non-acute conditions. 


My presence is directly due, however, to the invitation of your 
President to review the efforts made over recent years to obtain 
necessary safeguards in the selection of applicants for large amounts 
of insurance. As I am completing my third and final year as 
chairman of the inter-company committee of medical directors, 
actuaries and lay underwriters, who jointly study the problems 
involved, it falls to my lot to present that review to you. The pur- 
pose of it is to lay before you a summary of recent developments 
in view of the common interest in the subject of large risk selection. 


In the last few years before the depression, actuaries and medical 
directors had become increasingly concerned over the high mor- 
tality that was being so generally experienced on risks of large 
amount. Misrepresentation and shrewd self-selection were ob- 
viously being encountered far too often. The excess costs were 
naturally being borne largely by the general body of policyholders. 
Some steps had to be taken to correct the situation. An informal 
conference of a large number of medical directors and actuaries 
met on May 17, 1929, to discuss the facts. Out of that initial con- 
ference a small working committee was formed to develop more 
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facts and to recommend what practices and procedures would offer 
hope of curing the evils that were uncovered. After repeated 
conferences of the committee and of the larger group two funda- 
mental ideas received wide acceptance: 


(1) That electrocardiographic tracings and X-ray examination 
of the chest were advisable for new insurance applications 
of $100,000 or more bringing the total insurance on the life 
in excess of $300,000, no matter whether such new appli- 
cations and total insurance were in one company or several 
companies ; 


(2) That some method of central recording of large amounts 
was necessary to be able to prevent misrepresentation or 
error in the applicants’ statements of their outstanding in- 
surance and current applications. 


Concerning the new diagnostic studies, opinion was freely ex- 
pressed that this effort would doubtless break down unless the 
companies insisted upon the practice in every case. The prior 
review of early death-claim files had shown the apparent im- 
possibility of making effective exceptions, unless a very recent 
examination of that character had been made. Then too we are 
in a very human business. Exceptions become known in the field 
and breed more exceptions. Desire for them is usually stimulated 
by reasons having nothing to do with selection. Altogether it was 
the consensus of opinion that a company which believed that such 
new methods should be given a fair chance to correct the existing 
inequities should volunteer its intention of carrying them out fully 
and consistently, and that only the companies which had that much 
belief in them should participate in setting up and using the 
central record of insurance. 


The Committee also suggested many practices of more detail 
which it thought were advisable safeguards, but no attempt was 
made to obtain a unanimous judgment regarding them. 


By the Spring of 1932 the necessary records had been installed 
in the Recording Bureau and the thirty-seven cooperating com- 
panies began receiving service from it. Since that time the number 
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of current applications for $50,000 or more which have been 
reported has been as follows: 


Year Ending Number of 
March 31st Applications 
1933 8,827 
1934 7,224 
1935 7,733 
1936 8,242 
1937 8,506 
1938 7,859 


In its report as of March 31, 1938, the committee in charge 
reported its analysis of current applications of $50,000 or more 
over the preceding two years in the following words: 

“Attention may be called to the fact that the amounts declined, 
postponed, and recalled [combined] for the last two years separately 
represented 27% and 29% respectively of the amounts applied for. 
For cases of $500,000 and over, rejected amounts were 39% and 
42% of the amounts applied for. . . . The figures for the 
rejections alone would indicate that the quality of this business 
is such as to require the greatest care in selection.” 

Facing this situation we all desire to know, as rapidly as facts 
can be developed, just how much assistance is resulting (1) from 
the operations of the Recording Bureau and (2) from the require- 
ments of laboratory examination. There are certain intangible 
benefits which cannot be effectively measured. We might consider 
them first. for a moment. 


The existence of a clearing house of information on large risks 
is in itself of undoubted value in producing more accurate insur- 
ance histories. As time goes on and applicants find themselves 
called upon more and more to verify their statements or to recon- 
cile them with other facts obtained by the insurance company, we 
should expect more careful statements in the first place. If we 
ever reach the point when the Bureau reports merely confirm the 
data given to us by the applicant and the agent, we should con- 
gratulate ourselves on the achievement. That vision is a bit Utopian, 
but it serves to emphasize the point that the mere presence of the 
Bureau undoubtedly has a healthy effect upon the applicant’s (and 
agent’s) answers to the company’s questions. 








136 Forty-ninth Annual Meeting 


Another form of intangible service rendered by the Bureau is 
the very probable prevention of applications from undesirable 
risks who are only too aware of their shortcomings before an 
electrocardiographic or X-ray machine. How much of this is going 
on it would be difficult to say. The more universal the application 
of these underwriting requirements becomes the more assurance 
there is that the brokerage type of business will not be shopped 
around until a company whose requirements will not detect cer- 
tain important impairments is found. A wide-spread requirement 
of laboratory examination fortifies the individual medical director 
or underwriter against possible agency pressure to forego his usual 
requirements. We are all naturally suspicious of the applicant 
too busy to submit to the stricter examination. Some of this busi- 
ness may very well be good business but I am strongly of the 
opinion that enough of it is bad business to justify an unbending 
attitude in the matter of insisting on the requirements when the 
amounts involved indicate the wisdom of a most careful examina- 
tion. It seems to me that the Bureau serves a very valuable pur- 
pose in keeping before the companies the sound underwriting 
principles that might otherwise have been slighted under the 
pressure of temporary expediency. 

The foregoing are the more important intangible ways in which 
the Bureau has helped the companies in the field of large risks. 
Others can be mentioned, such as the creation of a definite con- 
sciousness of the special problems connected with the larger cases 
and the fostering of intercompany efforts to bolster the defenses 
when weaknesses are found. I should like to leave this phase of 
the discussion with the thought that it be regarded as supporting 
background to the more concrete evidences of the effectiveness 
of the Bureau presently to be discussed. 

In an effort to arrive at some intimation of the extent of the 
help rendered by the Bureau procedure, an analysis was made by 
members of the Underwriting Department of the company with 
which I am associated of certain of the cases that were reported 
through the Recording Bureau. A number of other companies 
have very kindly cooperated in this attempt at deriving evidence 
of the tangible accomplishments of the Bureau by making some- 
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what similar reviews of their Bureau cases. The findings of the 
various companies are contained in the following discussion, with 
the Equitable’s results set forth at somewhat greater length merely 
because of my greater familiarity with the methods and data. I 
want to take this opportunity of acknowledging my indebtedness 
to the representatives of the Aetna, Metropolitan, Penn Mutual 
and Prudential who so kindly devoted their time and energy to 
the investigation. 


EQUITABLE’S EXPERIENCE 


In our own analysis a review was made of those cases most 
likely to show evidences of assistance, namely, declined applica- 
tions and cases limited in amount. The cases acted upon in the 
years 1934 through 1937 inclusive were thus examined. As our 
records are not in a form to insure complete accuracy in the draw- 
ing of these papers from the file, it is quite probable that not all 
cases in the category described were covered by the analysis. 
Nevertheless, the bulk of the cases was examined, and to the 
extent that we were interested in the general results rather than 
in precise statistics, the information derived can be regarded as 
fairly representative of our experience. I should like to insert one 
further word of warning at this point. The classification of cases 
as outlined below involved a certain amount of individual judg- 
ment. It is probable that not quite the same results would be ob- 
tained by a, different group of underwriters reviewing the papers, 
but the variations could not be very important. In the more im- 
portant categories, the cases listed were very carefully checked 
before they were included. 

Three different general forms of assistance by the Bureau were 
recognized in the analysis: 


I. Cases which were declined or limited in amount because of 
information divulged by the Bureau reports and not other- 
wise available. 

Under Category I, we attempted to select those cases where the 

Bureau reports contributed substantially to the final unfavorable 

action on the case. For the four years covered, 30 cases involving 








138 Forty-ninth Annual Meeting 


$1,725,000 of insurance refused were so selected. They represent 
a little under 1% of the 3,332 cases reported by us to the Bureau 
in that period of time. 


In general there were three special types of assistance covered 
by this general heading: 


(a) The most important was the disclosure of information as 
to amounts of insurance contemplated or outstanding not revealed 
by the applicant or the agent in the original papers. The additional 
information led in the above cases to a declination or a limitation 
because of the relationship of the amounts of insurance involved 
and the applicant’s finances. Typical cases are those briefly de- 
scribed below: 


A. Applied for $50,000, having $60,000 previously with 
us and admitting $130,000 in two other companies but 
no pending application. Bureau reports disclosed another 
$50,000 in a third company and $50,000 being applied for 
elsewhere currently. We declined on account of finances. 
An interesting sidelight is that the additional insurance 
disclosed necessitated the special medical requirements, 
as a result of which a heart murmur subject to a high 
rating was revealed. The original examination was nega- 
tive in this respect. 


B. After a policy of $35,000 was issued an additional 
$35,000 was applied for, making it a Recording Bureau 
case. This was about to be issued when a Bureau report 
informed us of $61,000 existing with another company 
not otherwise admitted. When that company confirmed 
the information the additional policy was declined because 
of over-insurance. 


The second case described is illustrative of a forceful way in 
which the Bureau has helped us, in this category and in the others 
to be described below. In a noticeable number of cases applica- 
tions of a lesser amount than $50,000 were approved on the basis 
of the information contained in the original papers, but when an 
additional amount was applied for, bringing the case into the Bureau 
zone, the Bureau reports or Bureau requirements produced new 
information leading to an unfavorable action on the additional. 
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In these cases attempts to recall the original policies were usually 
too late. 


One tendency noticed in these Category I cases and worthy of 
comment is the use of the face amount by the applicant with re- 
spect to the Family Income and Family Maintenance type of policy, 
where the liability amount is actually considerably higher than 
the face. With the increased popularity of these forms, the Bureau 
should become of greater importance in disclosing true insurance 
amounts in the future. 


A somewhat similar situation is the tendency on the part of the 
applicant not to mention business insurance on his life for the 
benefit of a corporation where the premiums are being paid by the 
corporation. The Bureau often shows that such policies exist when 
the applicant, without any intention of misrepresentation, may have 
failed to mention them. In recent years underwriters have come 
to recognize more and more that in considering the financial aspect 
the total insurance on the applicant’s life, including both personal 
and business insurance, should bear a reasonable relationship to 
the income of the insured. Without the Bureau reports the under- 
writer may not have the complete picture. 


(b) A second type of assistance was in the revelation of in- 
formation about the insurance in force in other companies, such 
as the dates of issue and limitations in amount. For example, in 
one case of a 57 year old housewife interested in a large amount 
of insurance, we knew from her own statements that she had 
$300,000 in other companies. The fact that practically all of this 
had been issued within the past year, according to the Bureau 
reports, seemed to us decidedly important information. In an- 
other case the Bureau report disclosed that two policies admitted 
in other companies were.actually policies that had been limited in 
amount although not so stated by the applicant nor otherwise dis- 
closed. This information was of importance to intelligent action, 
in our opinion. 


(c) The third type has to do with the current action reports 
of other companies. In a number of cases where we had already 
approved an application or would very probably have done so on 
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the basis of the information in our own papers, a report of adverse 
action by another company caused us to make inquiries for further 
details. Occasionally these details revealed new information to us 
and prevented unduly favorable action. The particular virtue of 
the Bureau in this connection is the speed with which we are 
apprised of the action of the other companies, and the greater 
speed with which we can notify the agent and applicant of our 
requirements and action. 


II. Cases on which an electrocardiogram and X-ray were auto- 
matically required because of the amounts and which were 
declined or limited as a result of unfavorable findings on 
the E.C.G. or X-ray or because the applicant failed to 
furnish the requirements. 

It will be recalled that this analysis covers only cases declined 
or limited in amount. If the amount was restricted because of a 
substandard physical condition the case would be included in this 
category, but if the full amount was issued on a substandard basis, 
it would not be included in our study. Hence we can conclude 
that there are other cases than the ones selected where automatic 
electrocardiographic and X-ray examinations were helpful in the 
final decision. This statement is made without regard to those 
situations where the E.C.G. or X-ray was instrumental in enabling 
us to issue at standard rates where there might have been some 
doubt otherwise. In some instances the special examination was 
requested by our Home Office before it was known through Bureau 
reports that the amounts were sufficiently high to require it anyway. 
These cases have not been included in this category because, in a 
sense, the requirements were no longer automatic. 


The cases selected in this category show the following statistics 
for the four years: 


DECLINATIONS LIMITATIONS 


Number Amount Number Amount 
of Cases Declined of Cases Refused 
Unfavorable 
PACA Or, RATA scsi 36 $5,150,000 9 $835,000 
E.C.G. or X-ray 
not furnished 39 $3,922,500 — 
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The 84 cases represent 2.5% of all Recording Bureau cases re- 
ported in the same period. Included among them are a certain 
number where the Bureau’s reports, and not the applicant’s state- 
ments, provided the information that made the case a Bureau 
requirement case. In them we have a combination of the Category 
I and Category II cases, although they have been included only in 
this latter classification. It may be significant that while there were 
three such cases involving a total of $190,000 of insurance refused 
in the “unfavorable” group, there were ten cases involving $725,000 
in the “not furnished” group. This may mean that the amounts 
of insurance were deliberately minimized in order to avoid the 
special examination, and that when the truth was discovered the 
applications were withdrawn. However, the total number of cases 
is not such as to warrant too general a conclusion. 


It can hardly be claimed that were it not for the Bureau’s 
existence all of the cases listed above would have been accepted. 
The electrocardiogram and X-ray were in use before the Bureau 
began operations and no doubt would have attained an important 
place in the underwriting of large risks without the Bureau’s 
assistance. We were therefore interested in seeing to what degree 
the Bureau’s rules were solely responsible for the special examina- 
tions and therefore reviewed the “unfavorable” group from the 
point of view of determining on which of those cases the E.C.G. 
and X-ray would very probably not have been requested except 
for the amounts involved. This type of second guessing is ad- 
mittedly not too satisfactory, but it does give us some idea of 
what might have happened. We found that of the 45 “unfavorable” 
cases declined or restricted, there was a good chance that we 
would have required the E.C.G. and X-ray on 25. The other 20 
therefore represent cases where the regular medical examination 
in itself had not aroused any suspicions. Hence, the only reason 
the additional vital information was obtained was through the 
enforcement of a rule which depends solely on the amounts of 
insurance involved. In three of the 20 cases we had actually issued 
a policy before an additional amount applied for put the case in the 
Bureau requirements category and thereby brought out the un- 
favorable medical condition not previously known. One of these 
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is sufficiently interesting to deserve our setting forth the follow- 
ing details: 


Applicant aged 41 applied for $200,000, making total 
of $288,000. A double examination showed nothing wrong 
and a policy was issued, the life rating being 95. Addi- 
tional of $50,000 was then applied for, necessitating 
Bureau requirements. The E.C.G. indicated poor func- 
tional quality of the myocardium and the case was declined. 
The case was otherwise very clear. 


There is one other case to which I should like to make reference 
because of the forceful way in which the Bureau made its value 
felt, even though the action involved took place in 1932 and has 
not therefore been included in our statistics. Under one of our 
Two Year Term policies automatically convertible to an Ordinary 
Life policy we were asked to issue a new Term policy in lieu of 
the Ordinary Life policy at the end of two years. This type of 
change is subject to medical examination. The amount of insurance 
involved was $200,000, bringing the total on the life to over 
$300,000. An electrocardiogram and X-ray were automatically 
required and as a result the applicant was found uninsurable. The 
new policy was accordingly declined. The policyholder then paid 
the premium on the Ordinary Life policy which he could have 
without medical examination. The interesting part of this story 
is that two years previously, when the Bureau was not in existence, 
we accepted the case for $200,000 with virtually the same medical 
and insurance histories. The sad part of the story is that our 
policyholder died within the past year while we were still on the 
risk. 


It will be recalled that, as of January Ist, 1936, laboratory 
examination was required for ages 46 to 59 for $100,000 new in- 
surance with total insurance exceeding $200,000, and for ages 60 
or more if the new insurance was as much as $50,000 with total 
insurance exceeding $100,000. No change was made for ages 
under 46. Because the information might be of some interest, we 
analyzed the Category II cases according to the age classifications 
presently maintained for the special medical requirements. 
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NUMBER OF CASES AMOUNTS REFUSED 
(in Thousands) 











Up to Ages Ages Up to Ages Ages 
Age 45 46-59 60 & over Age 45 46-59 60 & over 
Unfavorable 
E.C.G. or X-ray 
Declinations ............ 11 19 6 $1,795 $2,845 $510 
Limitations .... 5 3 1 425 340 70 
WOtAl eects aks, 16 22 7 $2,220 $3,185 $580 
E.C.G. or X-ray 
not furnished .............. 14 21 4 $1,215 $2,528 $179.5 


I think we can assume that if the present rules with respect to 
age had been in force over the four-year period 1934 to 1937, 
the number of cases in the older age groups would have been higher. 
Of the 30 cases in the “Up to Age 45” group, we found six up to 
age 35 and nine between ages 36 and 40 inclusive. 


III. Cases submitted to several companies simultaneously, 
where Bureau reports were helpful in giving a complete 
picture of what was going on. Cases already listed under 
Category I or II were excluded from this classification. 

In establishing this classification, we felt that the Bureau was 
of tangible assistance in keeping our underwriters informed of 
the amounts involved, of the companies to whom application was 
being made, and of their action on the case. While the Bureau 
information did not affect our final action in these cases (or they 
would have been included in Category I), it did lend a certain 
amount of support to our underwriters. Moreover, and what in 
my mind is a very important consideration in the field of the 
brokerage case and of the jumbo risk, the Bureau reports eliminate 
a great deal of correspondence with the other companies and enable 
the underwriter to proceed with a minimum of delay. There is a 
real saving in administrative costs here, for without the Bureau 
information the underwriter would undoubtedly expend a great 
amount of energy trying to find out what was going on and check- 
ing up on the agent’s statement as to what such-and-such a com- 
pany had done on the case. This saving applies of course to 
policies issued as applied for as well as to those declined or re- 
stricted, although the former are not covered in this analysis. 
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The combined statistics for Category III were as follows: 


DECLINATIONS LIMITATIONS 


Number Amount Number Amount 
of Cases Declined of Cases Refused 
Brokerage and surplus 





DUSINESS CASES <cccnciccccin 34 $3,170,000 21 $1,871,000 
Own agents 7 650,000 17 1,510,000 
Total 41 $3,820,000 38 $3,381,000 





The 79 cases represent 2.4% of all Recording Bureau cases reported 
by us in the same period. 


A differentiation was maintained between cases frankly admitted 
as coming from brokerage or surplus business sources and those 
submitted by our own agents without a brokerage agreement. This 
is a distinction which of course cannot be considered wholly 
accurate. 


In our analysis a distinction was made between cases on which 
the applicant and agent gave full information on the amounts of 
insurance involved and those where the complete information was 
obtained only with the help of the Bureau reports. The latter 
have not been included in Category I because the additional data 
did not contribute materially to our final action on the case. A 
surprisingly large proportion of the cases was of the second type. 
In the “Brokerage” group, 40% by number (22 cases) and 35% 
by amounts refused ($1,780,000) were thus listed. In the “Own 
agents” group 33% by number (8 cases) and 20% by amounts 
insured ($430,000) were found to be of this nature. 


From these results we may perhaps judge of the importance of 
the Bureau in the underwriting of brokerage cases. The jumbo 
risk is bound to come back with improved business conditions. 
(21 of the 55 brokerage and surplus business cases shown in the 
preceding table were listed in 1936, a fairly good business year.) 
When it does return, the Bureau will be virtually an indispensable 
adjunct of our selection process if we assume, as I think we must, 
that full and accurate information is a basic necessity for intelli- 
gent and scientific selection of applicants for large amounts. 
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PRUDENTIAL’S EXPERIENCE 


The Prudential has made an analysis of their Recording Bureau 
experience covering the cases reported to the Bureau from its in- 
ception May 1, 1932, to June 15, 1938. During that period of time 
3,800 cases involving $275,799,000, or an average of approximately 
$72,600, were so reported. The results of their analysis as well as 
of the other companies to follow are for convenience outlined under 
the same general classifications as were used in discussing the 
Equitable’s experience. 


Category I: In the Prudential’s analysis, this group covered 
cases where information from the Bureau caused further inquiry 
on their part after favorable action had been taken or was con- 
templated, eventually leading to a declination or limitation. A 
total of 35 such cases were selected, involving $2,808,000 of in- 
surance refused, or an average of about $80,200 per case. These 
cases represent slightly under 1% by number and a little over 1% 
by amounts of the total cases reported, thereby paralleling the 
Equitable’s results. 


A noticeable feature of the experience was the diminution in 
recent years of the number of instances where Bureau informa- 
tion directly influenced the final action on the case. It was felt, 
however, that this was a sign of the effectiveness of the Bureau, 
which should no longer be measured only by the number of cases 
detected.. As has been well stated, the absence rather than the 
presence of such cases is a true measure of the Bureau’s effec- 
tiveness. 

A description of the circumstances surrounding the individual 
cases included in this category revealed typical situations where 
the Bureau was helpful. For example: “Applied for $50,000, 
previous insurance not admitted on application ; we learned through 
the Recording Bureau that another company had $70,000 in force. 
In view of this amount of existing insurance we declined on account 
of over-insurance.” Another example: “Applied for $50,000 which 
was issued. We were about to issue an additional $20,000 when 
information received through the Bureau informed us that an- 
other company had recalled their policy. Upon making additional 
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inquiries we developed unfavorable information and were success- 
ful in cancelling our insurance.” 


There were several cases where the Bureau’s value in connection 
with the replacement problem was emphasized. The following 
was a typical case: 


“Applied for $240,000. Information received from the 
Recording Bureau indicated another company had a like 
amount in force which had not been admitted on our appli- 
cation. It later developed our application was replacing 
their insurance. We wrote the other company, giving 
them an opportunity to conserve their business, which they 
did. We declined on account of over-insurance.” 


Category II: “Where Bureau requirement cases were declined 
or limited in amount on account of an unfavorable electrocardio- 
gram or X-ray” or “were declined incomplete because the require- 
ments were not furnished”. The number of cases listed under this 
heading were as follows: 


DECLINATIONS LIMITATIONS 
Number Amount of Number Amount of 
of Lives Insurance Involved of Lives Insurance Involved 
Unfavorable 
E.C.G. or X-ray.... 55 $5,956,000 6 $695,000 
E.C.G. or X-ray 
not furnished.......... 8 795,000 —_ 


It was found that on nine of the 61 “unfavorable” cases, infor- 
mation as to the necessity for the requirements came out of the 
Bureau reports. This was also true of two of the eight “not fur- 
nished” cases. In this respect the Prudential’s experience did not 
resemble our own, for we found this special type of assistance from 
the Bureau was more common on the “not furnished” cases than 
on the others. 


As a matter of general interest the following table was com- 
piled by the Prudential. It represents the sum of all cases on which 
electrocardiograms and X-rays were obtained in accordance with 
Bureau rules. The proportions which such cases bear to the total 
numbers and amounts reported to the Bureau are shown in the 
last two columns. 
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PRUDENTIAL CASES ON WHICH ELECTROCARDIOGRAMS 
* AND X-RAYS WERE NECESSARY ON ACCOUNT 
OF BUREAU REQUIREMENTS 


% of Total % of Amount of 


Number of Cases Amount of In- rts to Insurance Repo: 
Year Recorded surance Involved Bureau to Bureau 
1932 75 $12,552,000 12:3 26.3 
1933 33 4,877,000 8.1 16.6 
1934 69 8,301,000 11.8 20.2 
1935 89 9,959,000 13.9 242 
1936 98 12,501,000 15.5 26.7 
1937 113 11,142,000 17.1 24.1 
1938 (to 31 3,345,000 11.4 18.9 

June 15) 

Total 508 $62,677,000 13.4 22.7 


It is worthy of special note that in 12% of these recorded cases 
(10.6% by amounts) an unfavorable electrocardiogram or X-ray 
led to a declination or limitation in amount. An additional small 
percentage of the cases was declined incomplete because the re- 
quirements were not furnished. Therefore we can say that in at 
least one-eighth of the cases on which electrocardiograms or X-rays 
were required, the special examination was of direct, tangible 
assistance. Considering the amounts of insurance involved in 
these cases, the value of the automatic requirements becomes 
immediately apparent. 


Category III: While recognizing the difficulty of setting apart 
cases coming within this classification from those which may also 
be included in the others, it was stated that 23 cases involving 
$3,035,000 could be definitely placed in this classification. 


Other Classifications: In one respect the Prudential’s analysis 
went further than that of the Equitable in that all cases reported 
to the Bureau were reviewed, not only those which had been de- 
clined or restricted in amount. It was thus possible to derive some 
estimate of the assistance rendered by the Bureau on those cases 
where the final action was not unfavorable. In many of these cases 
the Bureau reports were no doubt valuable in enabling the under- 
writer to arrive at a final decision. The cases selected in this classi- 
fication were as follows: 
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CASES WHERE PRUDENTIAL’S ACTION WAS NOT 
AFFECTED 


Number Amounts of 
of Cases Insurance Involved 
Where Bureau reports divulged informa- 
tion not otherwise had as to amount of 
insurance outstanding or applied for...... 187 $15,770,000 


Per cent. of Total Reports................... 4.9% 5.7% 


Where action by another company as re- 
ported by the Bureau caused further 
inquiry after a favorable decision was 
taken or contemplated 72 $7,062,000 


Per cent. of Total Reports....................- 1.9% 2.6% 





METROPOLITAN’S EXPERIENCE 


The analysis made by the Metropolitan was confined to appli- 
cations that were declined or postponed or were rated substandard 
during the years 1934, 1935 and 1936. It was not convenient to 
review the cases limited in amount, which is an important con- 
sideration to bear in mind in making comparisons with the ex- 
periences of the other companies. The total number of cases 
reported to the Bureau in the three-year period covered was 
approximately 1,100. The application papers were not readily 
available in a few cases which it was desired to review, so that 
it is possible that the following statistics are not complete. 


Category I: Eight cases were listed where the Bureau reports 
provided information not otherwise available and thus led to an 
ultimate declination or postponement. They represent about three- 
fourths of 1% of the total number of cases. While this ratio is a 
little lower than that of the Prudential or Equitable, it is not 
directly comparable since limited cases are not included. The lower 
proportion may to some extent also be a reflection of the fact 
that on the type of large risk submitted to the Metropolitan, all 
the Bureau information would frequently be drawn from the 
Metropolitan’s own application papers. 


Category II: Eleven Bureau requirement cases were declined 
because of an unfavorable electrocardiogram or X-ray. On eight of 
these the requirements were apparently due solely to the amounts 
involved ; on the other three there was a probability that the re- 
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quirements would have been insisted upon anyway because of the 
medical aspects of the case. Incidentally, it might be stated that 
the Metropolitan’s rules regarding the electrocardiogram and X-ray 
are in general much stricter than the Bureau’s rules. The reader 
is referred to the paper by Drs. Jimenis and Wilson, “Influence 
of the Electrocardiogram and X-rays on Underwriting Decisions” 
(P.A.L.I.M.D., Vol. XXIII, p. 18) for an exposition of the Metro- 
politan’s general experience with these special devices. 


Category III: This phase of the analysis was not investigated 
by the Metropolitan. 


AETNA’S EXPERIENCE 


The Aetna Life reviewed a total of 1,122 cases acted upon 
between January, 1935, and July, 1938. Like the Prudential, 
their analysis was not limited to declined or limited policies, but 
covered all cases. 


Category I: Four cases were listed where the Bureau reports 
provided information not otherwise available and thus led to an 
ultimate declination or restriction. The proportion to the total 
number of cases is thus only about one-half the proportion found 
in the Prudential and Equitable. Four other cases were listed 
where new information was disclosed through the Bureau but 
where the final action was not adversely affected. 


Category II: Bureau requirement cases which were declined 
because of an unfavorable electrocardiogram or X-ray totaled 31, 
while six other cases were limited in amount. It was stated that 
in all of these the information leading to the requirements was 
contained in the application papers themselves, a situation quite 
unlike that found in the Prudential’s and Equitable’s experience. 


A review of the 37 cases indicated that in 29 of them the inter- 
company underwriting rules were the primary reason for the 
insistence of the electrocardiogram and X-ray, and that in only 
the other eight would the special requirements have been insisted 
upon because of the applicant’s physical history or the findings on 
the regular examination. 
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Category III: On seven cases it was felt that the Bureau reports 
were helpful in giving a complete picture of the amounts being 
applied for and of the action of the other companies. 


Penn MutTvAt’s EXPERIENCE 


A review by the Penn Mutual of its Recording Bureau cases 
was not in a form that would enable us to make a direct compari- 
son of their results with those of the other companies. So far 
as it went their analysis gave indications of an experience with 
Category I cases quite similar to that of the Equitable and Pruden- 
tial. Some of the cases quoted were interesting enough to justify 
setting them forth below in some detail : 


A. In applying for $85,000 the applicant indicated on his 
application that he was carrying $25,000 in other com- 
panies, and that he had never been declined or rated by 
any insurance company. The examination was entirely 
negative. The R. B. report, however, indicated that he 
had been declined or postponed by three Canadian com- 
panies. In checking with the companies it was found 
that he had considerably more insurance in force than 
admitted, and in view of other subsequent developments 
from the Canadian companies the risk was declined. 


B. Applicant was 64 years old and applying for $100,000 
on the Ten Year Endowment plan. In his examination 
he admitted $43,000 carried in other companies and 
stated there were no applications pending or contem- 
plated in other companies. When the R. B. report was 
received it indicated that just previous to the Penn 
Mutual application he had applied to another company for 
$60,000, which amount was issued, although this company 
was not listed in his insurance holdings. In addition the 
R. B. report showed that on the same day that the Penn 
Mutual application was reported they had also received 
a report from two other companies indicating that the 
applicant was applying to these companies for $50,000 
and $115,000. In view of the applicant’s age and the 
general aspects of the case it was declined. The applica- 
tion and examination were dated July 29, 1933, and in 
a follow-up report from the inspection company they 
stated that under date of September 22nd, 1936, the 
applicant had suffered a stroke. 
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C. Applicant was applying for $445,000, and the Penn 


Mutual was asked to participate to the extent of $125,000. 
Because of the amount of insurance being applied for, 
E.C.G. and X-ray were requested. It appeared that all 
other companies participating in this risk, with the excep- 
tion of one, had asked for the same requirements. The 
one company who was not asking for the special studies 
had an application for $20,000 and an additional 
$100,000. They reported that they had released $20,000, 
and the balance was issued subject to a second chemical 
and microscopical urinalysis. The agent advised that the 
E.C.G. and X-ray would not be forthcoming as the in- 
sured would not furnish these requirements. Later on the 
Penn Mutual was informed by its General Agent that the 
company who had not requested the E.C.G. and X-ray 
had already issued and placed $325,000. The examination 
was made on November 1, 1935, and the inspection 
company on October 7, 1937, advised that the applicant 
had been disabled from December 9, 1936, from coronary 
thrombosis, just one year from the date the Penn Mutual 
was asked to consider. 


. On October 9th the General Agent wired, asking whether 
certain doctors of other companies would be acceptable 
for $50,000 in this company. He was advised as to what 
doctor to use in making the examination. The examina- 
tion was received on October 16th, but it was dated 
September 13th, so that apparently a copy of another 
company’s examination had been made on the Penn 
Mutual’s form instead of an up-to-date examination. 
In a transmittal letter accompanying the papers the Penn 
Mutual agent stated that the soliciting agent told him that 
four other companies had issued $125,000 on a standard 
basis, one company had rated, and the company who 
received the original application for $250,000 had not 
taken action. When the R. B. report was received it 
indicated that nine other companies had declined the risk 
before the Penn Mutual even received the papers. 


. In January, 1934, applicant applied for $100,000. He 
was then carrying on his life $450,000 and was applying 
to several companies for a total of $1,000,000 coverage. 
In view of the total amount involved an E.C.G. and X-ray 
were requested. The E.C.G. was not entirely normal and 
the case was declined. The General Agent made a special 


15] 
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trip to the Home Office because he could not understand 
why this company had declined when other good com- 
panies had accepted. However, an R. B. report indicated 
that of the 13 companies that had received applications 
only four had issued and nine had declined. When the 
General Agent was informed of this fact he realized what 
an expensive trip he had made. 


CONCLUSION 


In reviewing the work of the Recording Bureau, we naturally 
think of the expense incurred by participation in its operation in 
relation to the results produced. Some of these results cannot be 
measured in dollars and cents, as is true of the many intangible 
ways in which the Bureau reports contribute to improved selec- 
tion. Of the assistance rendered through the uniform application 
of special medical requirements we have all seen definite evidence. 
Our analyses revealed a substantial number of cases where bad 
mortality was averted through the use of the electrocardiogram 
and X-ray on the large amount cases. It is hardly likely that the 
necessity for the requirements will be questioned by the modern 
underwriter. In this connection we should not overlook the vital 
part played by the Bureau reports in disclosing the need for the 
requirements in many cases where the application papers alone 
did not contain full information as to amounts of insurance. 


Possibly the most interesting cases from the present point of 
view are the ones which have been designated as Category I in 
this discussion, i.e., cases which were declined or limited in amount 
because of information divulged by the Bureau reports and not 
otherwise available. The number of such cases is not very large, 
naturally. In the Prudential and Equitable about 1% of the total 
number of cases was found to be of this nature. In the Metro- 
politan and Aetna the percentage was somewhat lower. Let us 
assume for the sake of argument that in only %4% of the cases 
does the Bureau assist us in the way described, that is, in one 
case out of every 200 reported. How much money have we saved 
on that one case by comparison with the approximately $600 in 
fees expended on the entire 200? Without the Bureau informa- 
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tion we would presumably have accepted that one case at standard 
rates. In that event we would have granted insurance to a sub- 
standard life, but collected only standard premiums. The loss to 
the company may therefore be taken roughly as the difference be- 
tween the present value of the substandard insurance benefit and 
the present value of the standard net premiums to be collected from 
the substandard life. In declining the case or in charging the proper 
premium, this loss has been averted. We can therefore count the 
difference as a gain to the company. 


Assuming that the standard premium is based upon the American 
Men Ultimate Table with 3% interest and that the true mortality 
is 250% of the standard mortality (a conservative assumption, in 
my opinion, in view of the nature of the risk), the saving per $1,000 
of insurance on the Ordinary Life plan would amount to about 
$220 at age 40 and $250 at age 45, which is close to the average 
age of applicants in this large amount class. For a $50,000 policy 
the saving would correspondingly be $11,000 to $12,500. This is 
to be compared with the $600 in fees expended on the 200 cases 
before this one case turned up. The saving would of course in- 
crease proportionately as the average size of policy rose. 


From the foregoing analysis, it should be fairly evident that it 
does not take many bad cases to make up for the expense of the 
Recording Bureau fees. In fact, on the assumptions outlined, 
we could afford to report on about 4,000 cases in order to save 
ourselves one bad risk of $50,000, and on about 6,000 cases for 
a $75,000 risk. And this is without regard to the collateral bene- 
fits derived from the Bureau reports. 


In the final analysis the savings produced by the Bureau should 
be reflected in improved mortality rates. The time is as yet un- 
fortunately too short for any reliable information from that source. 
We do have available the May, 1938, report of the Joint Committee 
on Mortality (Transactions of the Actuarial Society of America, 
Vol. XXXIX, p. 99). This report brings up to date the inter- 
company experience on large amount policies issued from 1934 
to 1936 and shows a combined mortality of 91% to the anniversaries 








154 Forty-ninth Annual Meeting 


in 1937. This unusually good rate may well be the result of 
changed company attitudes on large policies, and if so, it seems 
to me that much credit is due to the Recording Bureau and its 
cooperating companies. However, we should wait until a more 
extensive experience has been accumulated before assuming that 
like results will be obtained consistently. 


Dr. ScHotz—Thank you very much, Mr. Murphy! Mr. Murphy 
has said something about the cost of operating the Bureau. I think 
it has been proven that that cost is more than justified. In my 
company, we know that we are protecting our policyholders through 
the big case requirements. Last year, of all our big cases, we 
declined 9 per cent. for no reason other than abnormal electrocar- 
diograms or abnormal findings from X-ray studies of the heart. 
Nine per cent., gentlemen, that without the diagnostic laboratories 
would have resulted in issuances. 


We have had a rather heavy morning, and before proceeding 
with the afternoon session I believe it is opportune to have a 
period of mental relaxation and enjoyment. Months ago I im- 
plored a very witty and kindly member of ours to entertain us with 
one of his humoresques. 


I almost made a lapsus linguae in introducing Dr. Eakins as 
having had a very long life insurance experience, and that might 
imply that he is rather aged, which he is not; I mean, not by the 
calendar—but he is in the ways of life. You know he was in India 
for five years or more, associated with the New York Life In- 
surance Company, and on his return to the United States became 
a member of the Medical Board of the New York Life. Why they 
let him go I never did learn, but the fact remains that he did leave 
that Company to accept a position with the Reliance Life of Pitts- 
burgh. 


I know you are all glad that he is on the Program, and it does 
give me great pleasure to introduce Dr. Eakins. 
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QUEER? OR ARE WE? 


O. M. Eakins, M. D., Vice President and Secretary, Reliance 
Life Insurance Co., Pittsburgh, Penna. 


Our President is such a polite man that his bribery for a few 
words divorced from overly serious import could not be resisted. 
Hence these paragraphs. They have no particular cultural sig- 
nificance, they are not the expression of an atavistic craving to sink 
incisors into anyone, nor do they prove anything. Logically they 
have no excuse for being except, perhaps, as an admission of an 
accepted bribe and an acquiescence to introduce a little frivolity. 
Frivolity may be a waste of time; but as there is plenty of time 
to be wasted, contrary to some concepts, how better to waste it 
than through levity? Even so, a few of the words may remove, 
if followed, a thorn or two from our respective paths. 


Webster’s Unabridged is an authoritative reference. Between 
its covers are the media of thought and expression, action and 
emotion. If the Greeks had a word for it, we have it. Lexi- 
cographers have a word for everything. In a word, they capture 
intangibles that magnify, clarify and signify. In a word, they 
imply purely personal traits of habits, physical and mental, not 
only of individuals but of groups. Very superior persons, lexi- 
cographers! It must be terrifying to know so much, indisputably 
and irrefutably . . . to be able to say definitely, “That is 
that !”’. 

It is, therefore, not surprising to learn that such omniscient and 
omni-pregnant hombres have caught and confined in a word the 
vagaries of that virtuous, venerable and vast vocation—Medical 
Directors. Five little letters; multitudinous meanings. The word 
is. . » Queer, 

Queer? Or are we? And why? Are we queer the way we see 
ourselves? Are we queer the way others, agents and internists for 
example, see us? Or is it, “Everyone is queer except thee and 
me, and sometimes I have my doubts about thee.’ ? 








156 Forty-ninth Annual Meeting 


The first definitions given for queer are slang, and slang is a 
colorful and dramatic mode of expression when used judiciously. 
To queer something means to banter or ridicule, to puzzle, to spoil. 
To “queer a flat” means “to puzzle, bamboozle or take in a simple- 
ton.” The phrase, “to queer one’s pitch,” is theatrical slang mean- 
ing “to spoil one’s business intentionally.” 


Do Medical Directors “queer a flat” or “queer someone’s pitch?” 
Far be it from implying that members of our agency forces are 
“simpletons,” but it’s quite certain that many of them feel they 
are puzzled, bamboozled and taken in by Medical Directors. Cer- 
tain, too, it is that many of them feel their “pitch” or business 
sometimes is intentionally spoiled by Medical Directors, for they 
are (diagnosis evolved by an agent friend), “temperamental hallu- 
cinaries.” 


But to return to dictionary quotations, another definition of 
queer is “of questionable character ; open to suspicion ; mysterious ; 
unfavorable; unpropitious; as, this is a queer business; matters 
look queer.” The implication of “questionable character” will be 
passed over lightly so that this little discussion may not wax nastily 
personal, but from the agent’s viewpoint are Medical Directors 
not “open to suspicion ; mysterious ; unfavorable and unpropitious ?” 
And aren’t we apparently always on the lookout, with a baleful 
eye, for matters that look queer? And isn’t this a queer business? 


Synonyms for queer—‘anomalous, crotchety, curious, droll, 
eccentric, erratic, fantastic, funny, laughable, ludicrous, odd, pecu- 
liar, quaint, ridiculous, singular, strange, unique, whimsical.” They 
run the gamut of terms applied to Medical Directors by agents in 
their more respectful and gracious moments. At other times, de- 
scriptive ejaculations of vitriolic intent and robust militancy are 
not to be found in the dictionary in the sequence used. Distressingly 
impulsive occasionally. 

Life insurance agents, bless them, are highly important factors 
in the social well-being of our people, in the life of a company and 
in the institution of life insurance. Without them we could not go 
far. Someone has estimated that only five per cent. of the life 
insurance in force was bought over the counter. In ninety-five per 
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cent. the policyholders were sold on their needs for insurance 
through the personal sales abilities of agents. And yet, “A simple 
distinction, incomprehensible to some agents, is the company’s will- 
ingness to sell protection and its aversion to purchase claims.” 


Life insurance agents are human. They err, as who does not? 
They are trying to earn a living for themselves and families and, 
as an ancillary result for you and me, making all of us economic 
entities. They are susceptible to the human frailties of despair and 
failure. They can be moved to great things through encouragement 
and success. And, being human, they resent and are suspicious of 
things they do not understand. They don’t savvy us. We are ughy 
to them. 

Life insurance agents are laymen in the medical phase of our 
business. Do Medical Directors permit themselves to be under- 
stood, or do they foster misunderstanding? For instance, we work 
with symbols and hieroglyphics—the shorthand of science. A lay- 
man cannot understand. Things not understood are considered 
queer. When confronted with mystery and obscurity, the next 
mental process is to question motives. Which leads the ordinary 
mortal to the firm conviction that there is dirty work at the cross 
roads, or Stromboli is erupting again. 

Being human, life insurance agents are temperamental and 
touchy. A curt request for an additional medical or an electro- 
cardiogram is, to the agent, the tocsin that the damned Medical 
Department is up to its old tricks again. He looks upon any request 
for more information as an additional stumbling block in the path 
to his commissions—a path which he considers already studded with 
impediments, deliberately making his efforts nugatory. And he 
wishes he might listen to the pop when the Medical Director “burst 
a condemned artery.” 

Eccentric. Erratic. Queer. Synonyms for Medical Director 
primarily through misunderstanding. Is there anything we can 
do about it? Definitely, yes! By using all the facilities at our com- 
mand to correct erroneous impressions among our agents. It is 
certain that in any company you can uncover at least one agent 
unshaken in his belief that action taken on his cases depends on 
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what the Medical Director had for luncheon or whether the market 
is up or down. Others can be found who are just as firmly con- 
vinced that the Medical Department closes its eyes to favorable fac- 
tors and sees only those unfavorable. Others are of the impression 
that the first thing a Medical Director does is to make up his mind 
that he’s going to reject the case and then dare facts to change 
that decision. 

Our agents must be made to understand that Medical Directors 
are not set in office to “queer their pitch.” They must learn that 
we deal in quotients controlled by factors determined as scientifically 
as possible ; that decisions are made only when all known facts are 
carefully considered ; that a request for additional information or 
examination, in many instances, produces data that permits favor- 
able action. An exhibit of percentages of business accepted and 
rejected will often convince agents that they are not getting such 
a raw deal. 


It might be wise for us to go further and through more closely 
personal contacts with individual agents and through articles in 
print explain some of the fundamentals of medical underwriting 
and some of the reasons for doing the things we do. A happy and 
contented field force is an utopia which may never be attained, 
but we might eliminate some of our headaches with a few steps 
in the right direction. 

To paraphrase Gilbert and Sullivan: 


“With constabulary duties to be done, to be done, 
A Director’s life is quite an ’appy one.” 
But isn’t it about time we quit “Queer Street” and, with quak- 
ing qualms, listen to the quashing which the quizzical Muhlberg 
will probably administer? 


Dr. ScHotz—On account of his fine sense of humor Dr. Muhl- 
berg is particularly qualified to comment upon the witticisms of 
Dr. Eakins, and, since Dr. Muhlberg did teach medicine for years, 
has accomplished a most exceptional work with his Cincinnati Heart 
Council, and has been very active in this Association for many 
years, he is qualified in a scientific or any other way to discuss Dr. 
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Eakins’ charge to us. I know we shall all have many smiles and 
laughs while the Doctor is reading his comments of Dr. Eakins’ 
“Queer? Or Are We?” 


Dr. MuHLBERG—Mr. President, Gentlemen of the Association 
and Invited Guests: I don’t think I ever tackled anything that has 
caused me more trouble and worry and anxiety and sleepless nights 
than attempting to comment on this paper of Dr. Eakins. That is 
due largely, of course, to the excellence of the paper. 

This is my fourth effort. The other three I submitted to my sec- 
retary who is particularly hard-boiled, and she turned thumbs 
down. I was about to submit this to her for her criticism but her 
health broke down, I think largely due to the fact that she knew 
what was coming, so I don’t know what she thinks of it. At any 
rate, it has one great merit; it is very, very short. 

I have a lurking, but perhaps an unfounded, suspicion that 
when our honored President asked Dr. Eakins to contribute an- 
other of his deeply philosophic and quaintly humorous addresses 
at this meeting, and when Dr. Eakins chose for his subject, “Queer, 
or Are We?”, the President promptly commanded me to discuss 
the paper feeling, no doubt, that my comments would convincingly 
prove that at least one member of the Association is queer. 

The essayist’s contribution is interesting and important in that 
he attempts to relate not only what agents think of us, but expresses 
more profoundly what an agent would discover if he subjected 
any one of us to psychoanalysis. 

No doubt you have noted that Dr. Eakins shows great self- 
restraint in the choice of his language. If I thought that agents 
really considered that I was merely queer, I should be greatly 
flattered. My own impression is that agents regard us as lacking 
a heart, a brain, a soul, inspiration, and vision, which reduces us 
more or less to the embodiment of monsters equipped principally 
with guts, raw nerves, spleens, and bad livers. 

The most significant of Dr. Eakins’ keen observations is that we 
Medical Directors work with symbols and hieroglyphics that a 
layman can’t understand, and therefore the agent infers that we 
are queer, obscure, evasive, not to mention tricky. There may be 
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some justification for the agent’s opinion. Queer persons do fre- 
quently retreat from reality by various mental escapes—and per- 
haps we Medical Directors do take sanctuary on rare occasions 
behind a smoke screen of medical polysyllables. Some years ago, 
I was told by a Medical Director that he stampeded an entire 
battery of Lay Underwriters by stating that he thought the appli- 
cant under discussion gave a history of suffering from attacks of 
recurrent hypotonic colonic stasis. 

In justification of some of our methods, it might be noted that 
such geniuses as Einstein, and Eddington, and Schlesinger also 
deal in symbols and mathematical hieroglyphics and why may we 
not follow in the wake of such colossal minds and share with them 
the reputation of being more or less incomprehensible? 

Dr. Eakins’ paper suggests another line of thought that has in- 
terested me. Some years ago, Vice-President Marshal, in a des- 
perate effort to crash the front pages of the newspapers and to 
demonstrate that he was still among the living and that he was 
making a sincere effort to earn his salary, announced that in his 
opinion the most important need for national welfare was a good 
five-cent cigar. 

He was so eminently successful in contributing to a feeling of 
national good will and fellowship, that I am tempted to emulate 
his example by suggesting to this Association that what we most 
need is a revival of our sense of humor and a restoration of our 
spirit of light banter—in other words, a few good belly-laughs per 
session. None of our members is better-qualified to encourage 
such camaraderie than our Olin Eakins, as attested by his many 
contributions, both written and verbal. 

When I became a member of the Association years ago, I at- 
tended the first meeting in fear and trembling. But as a prelude 
to the weighty, and the statistical, and the scientific pabulum to be 
consumed and partially digested later, there was served delicate 
little hors d’oeuvres and stimulating cocktails in the form of a 
witty interchange of repartee between Dr. Oscar Rogers and Tom 
Willard, assisted by Chet Whitney, John Fisher, our own essayist, 
et al. Airy persiflage, the polysyllabic Tom Willard called it. 
Mental Borborygmi and oral flatus, the physiologically-minded 
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Oscar Rogers termed it. At any rate, persiflage or borborygmi or 
flatus, it immediately dissipated the prevailing fog of erudite ob- 
scurity and dissolved my own inferiority complexes so that I was 
encouraged to enter into the deliberations of the Association. 

There has been lacking, within recent years, the sociability that 
previously prevailed, and this in spite of the fine efforts of Chet 
Whitney during our banquets. We are taking oursleves too 
seriously—and more particularly, our younger members appear 
too timorous; they hesitate to come forward boldly and dispute 
some of the vagaries of us old boys. Such a spirit did not prevail 
ten or twenty years ago. Still in the diaper age, mentally speaking, 
and not yet dry behind the ears, we younger members nevertheless 
arose and valiantly expressed ourselves. Of course, we were 
generally wrong—I came near saying all wet, as becomes the be- 
diapered period of growth,—but nevertheless we made ourselves 
heard, and didn’t particularly mind having our ears slapped down. 
I am hoping our younger members will come forward and do 
likewise, and dare no worse. We older members are not nearly as 
fierce as we look. We are only unconsciously carrying into the 
deliberations of the Association the protective combative facade 
which we use te confront our agents—a camouflage that apparently 
deceives ourselves more than it does the agents. The query re- 
mains, are we queer, or just querulous? 


Dr. ScHotz—A. M. Stimson, M. D., Medical Director, United 
States Public Health Service, realizing the importance from a 
morbidity and mortality standpoint of rheumatic heart disease, was 
instrumental in obtaining a Congressional appropriation for a 
research of heart diseases. The objects Dr. Stimson wished to 
obtain were the mode of transmission and the mass effect of heart 
disease on our population, as well as publicity of corrective 
measures, etc. Philadelphia and Washington were selected for the 
Rheumatic Heart Stations, and O. F. Hedley, M. D., P. A. Sur- 
geon, after having researched three years in heart at the National 
Institute of Health, was assigned, 1934, to the Philadelphia Station, 
Heart Disease Investigation, to conduct the work in that city. 
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Because of the grave importance of rheumatic heart disease, I am 
sure the opportunity of studying a thesis from an authority such 
as Dr. Hedley will be of much benefit to us all. 
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RHEUMATIC HEART DISEASE—A 
NATIONAL HEALTH PROBLEM* 


By O. F. Heptey, M. D. 
Passed Assistant Surgeon U. S. Public Health Service 


The fact that heart disease is the leading cause of death has 
become household knowledge. Too much emphasis has been placed 
on the mere fact that crude mortality statistics indicate that this 
conglomerate and etiologically diverse group of diseases results 
in over 250 deaths per 100,000 population in this country each 
year, or over 300,000 deaths. To a certain extent the increase in 
mortality from heart disease is the inevitable result of preventing 
deaths from other causes during the early age decades. Forty 
per cent. of deaths attributed to heart disease occur among persons 
past 70 years of age. These persons to a large extent die of heart 
disease by default. As Cohn! so aptly states, “Since 100 per cent. 
of the population dies, the outstanding question becomes ‘When’.” 

Progress in the prevention of these diseases or in studying their 
mass effects upon the population has been deterred because of a 
tendency to regard diseases of the cardiovascular system as an en- 
tity. While the term “heart disease” will be continued to be used 
as a convenient generic description, any reduction in the morbidity 
or mortality of the potentially preventable forms of heart disease 
is dependent upon research concerning the causative factors. This 
should not only include studies of the basic conditions responsible 
for diseases of the cardiovascular system such as rheumatic in- 
fection, arteriosclerosis, arterial hypertension, syphilis, thyroid dis- 
orders, bacterial infections and other less frequent causes, but also 
of conditions which predispose to heart disease or aggravate its 
effects. Among these are diabetes, obesity, hereditary factors, preg- 
nancy, constitution, endocrine disorders, and other factors. 

While etiological terminology is important, and represents a 
distinct advance in clinical indoctrination, there is always a danger 





*From the Office of Heart Disease Investigations, U. S. Public Health Service, 133 
So. 36th St., Philadelphia, Pa., Branch Office of the National Institute of Health. 
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of it being used as a convenient shibboleth. Changes in nomencla- 
ture do not necessarily denote progress. If it did there should have 
been a substantial reduction in nervous and mental diseases, for 
of all men the psychiatrist can be relied upon to reclassify and add 
to the confusion of tongues on the slightest provocation. There 
is little to suggest, however, that patients with dementia praecox 
were significantly benefited when that term was discarded in favor 
of schizophrenia. 

Among the major causes of heart disease syphilis is the only 
one concerning which sufficient is known to combat it in its in- 
cipiency. Even in this disease many fundamental problems remain 
unsolved. Concerning other forms of heart disease the situation 
is less fortunate. For example, it is known that subacute bacterial 
endocarditis is due to a number of microorganisms, chiefly those 
of the Streptococcus Viridans group. These organisms have a 
predilection for valves previously damaged by rheumatic infection. 
This disease sometimes occurs when there are no demonstrable 
signs of pre-existing rheumatic heart disease. In either case, the 
factors responsible for initiating the disease have never been de- 
termined. So it is with heart disease due to thyroid disorders, 
arterial hypertension, coronary arteriosclerosis, and rheumatic 
infection. 


Rheumatic heart disease has a greater public health significance 
than any other form of heart disease. Both from the viewpoints 
of its age distribution and its total mortality and morbidity it de- 
serves to be ranked among the great unsolved medical problems 
of this era. Yet it remains the forgotten health problem. No 
great institutions or foundations are devoted entirely to its study. 
Philanthropists have donated generously to the study of nearly 
every other important disease except rheumatic fever and are 
apparently unaware of its existence. So many problems remain 
unsolved that it has been truly said of this disease, “We do not 
know when it starts, we often cannot recognize it when it is here, 
we have no cure for it and cannot tell when it is gone’. 


Since rheumatic valvular diseases are an important cause for 
rejection among applicants for life insurance, there is probably no 
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group in this country in a better position to judge its deleterious 
effects on the population as a whole than the medical directors of 
life insurance companies. The failure of examining physicians to 
detect these diseases (or development subsequent to examination), 
is reflected in the early payment of policies.on account of death. 
Insurance companies have made notable contributions to the study 
of heart disease as a whole. It is hoped that your research workers 
will be on the alert for information concerning the incidence, dis- 
tribution, ana trends in rheumatic heart disease as a distinct entity. 

The purpose of this article is to discuss some of the salient public 
health features of rheumatic heart disease in the United States. 
Reference to its clinical features, important though they be, will 
be made only for the purpose of delineating the problem or in 
discussing possible steps toward its prevention. 

If undue emphasis is seemingly placed on information obtained 
from mortality statistics it is because the Office of Heart Disease 
Investigations of the United States Public Health Service has 
only been in operation a few years. In view of the modest funds 
allotted to this investigation, improvement in mortality statistics 
and studies of this source of information seemed most productive 
of immediate results. Other studies are under way, but will take 
time to develop. 

Compared to investigations of other infectious diseases, these 
studies are at a disadvantage because neither rheumatic fever, 
chorea, nor rheumatic heart disease are reportable diseases. Mor- 
bidity statistics furnish a large mine of material from which the 
epidemiologist is able by appropriate methods of analysis to un- 
cover nuggets of knowledge. The direct investigation of com- 
municable diseases at the bedside affords an excellent opportunity 
for the systematic study of patients in their natural environment. 
Except for special research problems the time is not ripe to include 
rheumatic fever among the reportable communicable diseases. 
Diagnostic criteria are too indefinite. Furthermore, experience has 
shown that unless the reporting of a disease is followed by some 
purposeful action on the part of health authorities, it becomes 
neglected. 
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COMPARISON WITH OTHER DISEASES AS A CAUSE OF DEATH 


It is not possible at the present time to compare rheumatic heart 
disease with other conditions as a cause of death throughout the 
United States. The Office of Heart Disease Investigations of the 
U. S. Public Health Service requested physicians of Philadelphia 
to report all deaths from rheumatic heart disease on an etiological 
basis during 19363. As a result, 357 deaths were reported as due 
to rheumatic heart disease, rheumatic fever, or chorea, resulting 
in a death rate of 17.6 per 100,000 population. In addition, there 
were 195 other deaths not reported as rheumatic heart disease, 
but regarded as presumably due to that cause. The estimated 
mortality was conservatively placed at between 25-30 per 100,000 
population. While it is unwise to generalize for the entire country 
on experience in a single city, even one of 2,000,000 population 
for a whole year, these results show that it is among the most 
important health problems. 


As shown in Table 1, rheumatic heart disease ranked fourth 
as a cause of death among the infectious diseases, exceeded only 
by tuberculosis, lobar pneumonia, and syphilis. Excluding 
pneumonia, it ranked third among the essentially chronic infectious 
diseases, exceeded only by tuberculosis and syphilis. The death 
rate from syphilis is an estimate based on deaths reported as 
syphilis, aneurysms, paresis, locomotor ataxia, and other causes. 
It is indicated to show its relative importance and should not be 
regarded as exact. Quite probably rheumatic heart disease is a 
more important problem than syphilis in New England while in 
the South rheumatic heart disease becomes less important. 


Excluding lobar and bronchopneumonia, which result in an ex- 
tremely high reported mortality under two years of age, and the 
diarrheas and enteritis of infancy, the mortality from rheumatic 
heart disease in persons under 20 years of age in Philadelphia dur- 
ing 1936 was exceeded only by all forms of tuberculosis and was 
greater than the mortality due to pulmonary tuberculosis in the 
first two age decades (figure 2). Whooping cough, measles, menin- 
gococcus meningitis, diphtheria, scarlet fever, and anterior polio- 
myelitis followed it in the order mentioned. In the year under 
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FIGURE 3 COMPARISON OF NUMBER OF DEATHS UNDER 20 YEARS 
OF AGE FROM RHEUMATIC HEART DISEASE WITH THE TOTAL NUM- 
BER OF DEATHS DURING THAT PERIOD FROM OTHER INFECTIOUS 
DISEASES (EXCLUDING TUBERCULOSIS, PNEUMONIA AND BRONCHO- 
PNEUMONIA, SYPHILIS, AND DIARRHEA ANDO ENTERITIS OF IN- 
FANCY) IN PHILADELPHIA DURING 1936 
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study rheumatic heart disease resulted in more deaths than all 
these six diseases combined, (figure 3). While it is unlikely that 
rheumatic fever causes more deaths than the total of these six 
diseases during the years in which epidemics of one or more of 
them occur, there is little doubt that over a course of years it is the 
cause of more deaths than any one of them. 

Recently a plan has been developed through the cooperation of 
the Office of Vital Statistics of the Bureau of the Census, U. S. 
Department of Commerce, whereby deaths from rheumatic heart 
disease may be computed as a disease entity when reported on 
the basis of etiology*. This plan permits the tabulation of these 
deaths without seriously affecting other vital statistics. As seen 
in figure 4, it provides additional subtitles for rheumatic cardiac 
affections. By adding the deaths reported in each of these subtitles 
it will be possible to determine the total mortality from this cause. 
It is being used as an office break-down by the Office of Vital 
Statistics of the Bureau of the Census, and has received the approval 
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Suggested Changes in the International List of Causes of Death to 
Provide for the Tabulation of Deaths from Rheumatic 
Heart Disease as an Entity 
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FOURTH EDITION FROM i ae t So nt ale 
. . TO BE USED 
(Present Classification of Deaths 
from Heart Conditions) TABULATIONS OF 1937—1939 
Title Title 
No. Title Name No. Title Name 
56. Acute Rheumatic Fever 56. Acute Rheumatic Fever 
A. Acute rheumatic endocardi- 
tis 
B. Acute rheumatic myocardi- 
tis 
C. Acute rheumatic pericardi- 
tis 
D. Other acute rheumatic heart 
conditions under this title 
E. Without heart conditions 
specified 
90. Pericarditis 90. Pericarditis 
A. Chronic rheumatic pericar- 
ditis 
B. Others under this title 
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FIGURE IV—Continued. 


Suggested Changes in the International List of Causes of Death to 
Provide for the Tabulation of Deaths from Rheumatic 
Heart Disease as an Entity 


INTERNATIONAL LIST OF 


CAUSES OF DEATH 
FOURTH EDITION 


(Present Classification of Deaths 


Title 
No. 


91. 


92. 


93. 


94. 


95. 


from Heart Conditions) 


Title Name 


Acute Endocarditis 

A. Specified as acute 

B. Unspecified (under 45 years 
of age) 


Chronic Endocarditis, valvular 

diseases 

A. Endocarditis, specified as 
chronic and other valvular 
diseases 

B. Endocarditis, unspecified 
(45 years and over) 


Diseases of the Myocardium 

A. Acute Myocarditis 

B. Myocarditis, unspecified 
(under 45 years of age) 

C. Chronic myocarditis and 
myocardial degeneration 

D. Unspecified 


Diseases of the Coronary ar- 

teries and Angina pectoris 

A. Angina pectoris 

B. Diseases of the coronary 
arteries 


Other Diseases of the Heart 
A. Functional diseases of heart 
B. Other and unspecified 


REGROUPING OF DEATHS 
FROM HEART CONDITIONS 


TO BE USED IN 


TABLUATIONS OF 1937—1939 


Title 
No. 
91. 


92. 


93. 


94, 


95. 


Title Name 


Acute Endocarditis 

A. Specified as acute 

B. Unspecified (under 45 
years of age) 


Chronic Endocarditis, valvular 

diseases 

A. Endocarditis, specified as 
chronic and other valvular 
diseases 

. Endocarditis unspecified 
(45 years and over) 

. Chronic rheumatic valvular 
disease including chronic 
rheumatic endocarditis 


‘o) 


Diseases of the Myocardium 

. Acute myocarditis 

. Myocarditis, unspecified 

(under 45 years of age) 

Chronic myocarditis and 

myocardial degeneration 

. Unspecified 

. Chronic rheumatic myo- 
carditis 


p> 


mo A 


Diseases of the Coronary ar- 

teries and Angina pectoris 

A. Angina pectoris 

B. Diseases of the coronary 
arteries 


Other Diseases of the Heart 
A. Functional diseases of heart 
B. Other and unspecified 

C. Rheumatic heart disease 


of the Committee on the Accuracy of Certified Causes of Death 
of the American Public Health Association. It is hoped that these 
changes will be adopted by the International Commission for the 
decennial revision of the International List of Causes of Death. 
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The only objection which has been raised by practicing physicians 
against reporting deaths from rheumatic heart disease on the basis 
of etiology is a fear that certain insurance companies which have 
clauses in their policies against deaths from rheumatism will not 
promptly pay claims on deaths certified as “rheumatic heart disease”’. 
While I do not know to what extent insurance companies exclude 
payment of death benefits from rheumatic diseases, by no stretch of 
the imagination can deaths from rheumatic heart disease, even in 
the acute stage of rheumatic fever, be considered due to the arthritic 
manifestations. Certainly a death from mitral stenosis cannot be 
regarded as due to a joint condition. I shall welcome a discussion 
of this point. If this practice exists it might be clarified by an 
“approved ruling”, as they say in football, by the Association of 
Medical Directors of Life Insurance Companies of North America. 


Morsipitry AMONG VARIOUS GROUPS 


In 1930 Paul5 estimated that there were 840,000 cases of rheu- 
matic heart disease in a population of 100,000,000 persons, based 
on the incidence in various age groups obtained from a number of 
sources. This would indicate at least 1,000,000 cases in a popula- 
tion of 130,000,000 persons. Fortunately, many of these cases in- 
clude persons who are little if at all disabled. In many the lesions 
are more or less residual findings, although as the experience of 
life insurance companies indicate, these persons definitely have 
mortality rates considerably in excess of the expected, especially 
among young individuals. 

Most public school surveys indicate that 0.5-1.0 per cent. of 
school children have rheumatic valvular lesions, some surveys 
reporting as high as 4.0 per cent. In one of the most carefully 
conducted studies, that of a group of cardiologists in Boston®, an 
incidence of .45 per cent. was found among 119,337 children. 
Cahan’, in Philadelphia, reported an incidence of 0.6 per cent. 
heart disease (mostly rheumatic) among 33,293 school children. 
The incidence among elementary school children was 0.5 per cent., 
while among high school pupils the incidence was 0.9 per cent. 

Wood’, among 3,086 students at the University of Pennsylvania 
in 1931-32 found an incidence of 1.0 per cent. Paul®, at Yale 
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University in 1932, noted an incidence of .8 per cent. among 7,914 
students. Recently the Office of Heart Disease Investigations of 
the U. S. Public Health Service! received replies from 86 colleges 
and universities involving 104,163 student health examinations. 
The reported incidence was 1.1 per cent. It was noted however 
that the incidence was only .64 per cent. among 14 large universities 
with affiliated medical schools, while among the colleges and uni- 
versities without medical school affiliation the incidence was 1.6 per 
cent. The reported incidence was in inverse proportion to the size 
of the institution and the number of student health examinations 
performed. This is in contradistinction to tuberculosis among col- 
lege students. According to the American Student Health Asso- 
ciation! nearly ten times as much adult type pulmonary tubercu- 
losis was found in 1932-33 in colleges with adequate programs for 
early detection as in institutions making no special effort at case 
finding. 

General morbidity surveys have been conducted by at least two 
health departments in recent years. In January, 1931, the New 
York State Health Department commenced a study of heart disease 
morbidity in that state, exclusive of New York City!*. During the 
first half of the year 296 physicians reported 1934 cases of heart 
disease, of which 27.2 per cent. were of the rheumatic type. 

In 1932 the San Francisco Department of Health!* conducted 
a similar study. Information was obtained by making heart disease 
reportable ‘for over a year; by special reports from the office, 
home and hospital practices of 18 physicians with a known high 
level of ability; and from the cardiac out-patient clinics of two 
hospitals for the period of two months. Of 3,535 cases of heart 
disease reported from all sources 22.2 per cent. were due to 
rheumatic heart disease. It was noted that although only 27.8 per 
cent. of heart disease occurred in persons under 35 years of age, 
47.1 per cent. of rheumatic heart disease was found during this 
age period. 


GEOGRAPHIC DISTRIBUTION 


Rheumatic fever and consequently rheumatic heart disease are 
less common in the South than in the North. Based on the per- 
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centage of medical admissions due to rheumatic fever in general 
hospitals in the United States during the period between 1920-1925 
Seegal and Seegal!* showed that in the latitudes 50°-45° rheumatic 
fever accounted for 2.0-2.9 per cent., in the latitudes 45°-40° the 
incidence was 1.3-2.3 per cent., in the latitudes 40°-35° it was 
0.3-0.8 per cent., while in the latitudes 35°-29° the incidence of 
medical admissions due to rheumatic fever was only 0.2-0.3 per 
cent. According to Nichol? practically all rheumatic heart disease 
seen in southern Florida is brought there from elsewhere. Rheu- 
matic heart disease is found very infrequently at necropsy among 
persons who have resided in Florida all their lives. 

Studies of the incidence of rheumatic fever by Harrison and 
Levine’®, Faulkner and White’*, Longcope!®, Winans and Dun- 
stan!®, Hart, Wood and Doughton”®, and others indicate a lower 
hospital admission rate from this disease in the warmer parts of 
the United States. Thus the admission rate from rheumatic fever 
among medical admissions was 3.75 per cent. in the San Francisco 
Hospital, 3.03 per cent. in Sacred Heart Hospital in Spokane, 
Washington, 2.40 per cent. in the University Hospital in Iowa 
City, Iowa, 1.85 per cent. in Peter Bent Brigham Hospital in 
Boston, 1.54 per cent. in the University of Virginia Hospital in 
Charlottesville, Virginia, 1.50 per cent. in Bellevue Hospital, New 
York City, .84 per cent. in the Galveston Hospital in Texas, 1.04 
per cent. in the Barnes Hospital in St. Louis, .70 per cent. in the 
Charity Hospital in New Orleans, .50 per cent. in the Jefferson 
Hospital in Philadelphia, .44 per cent. in the Los Angeles General 
Hospital, .20 per cent. in the Baptist Hospital in Memphis, Tenn., 
and .08 per cent. in the University Hospital in Augusta, Georgia. 

Stone and Vanzant*! state that a person living in Texas is only 
one-third as liable to develop rheumatic heart disease as one living 
in Virginia, and only one-sixth as likely to develop it as a person 
in Boston. According to Simmons”? the incidence in Kentucky is 
about the same as that of Texas. 

There is a widespread and probably well founded impression that 
rheumatic heart disease is more common in New England than in 
other parts of the country, even at similar latitudes. This may in 
part be due to the intense interest shown in this problem by a 
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number of clinicians in Boston and New Haven. With this excep- 
tion, proximity to the sea-coast does not seem to play an important 
role. Altitude appears unimportant except insofar as it influences 
temperature. Salt Lake City, for example, apparently has an un- 
usually high incidence of rheumatic heart disease. From reliable 
accounts the disease appears to be quite prevalent in Minneapolis. 
Paul recently showed a considerably higher incidence of rheumatic 
heart disease among Indian children in Wyoming and Montana 
than in Arizona”, 

There is a strong possibility that rheumatic heart disease de- 
velops more insidiously in the South than in the North. Winans 
and Dunstan?® in a series of cases in Texas reported that histories 
of previous rheumatic arthritis could only be obtained in 44 per 
cent. of their cases while White in Boston considers that 70 per 
cent. of cases of rheumatic heart disease have had rheumatic fever. 
McLean“, in Birmingham, Alabama, obtained a history of arthritis 
in only 22 per cent. of 122 cases of juvenile rheumatism, while a 
diagnosis of carditis was made in 83.6 per cent. of cases. In 
Birmingham, the incidence of arthritis was 46 per cent. less, chorea 
26 per cent. less and cardiac disease 4 per cent. greater among 
juvenile rheumatic subjects than in New York City. 

In the opinion of the writer rheumatic heart disease is apprecia- 
bly less common in the deep South than in the North. It should 
not, however, be regarded as a clinical rarity in any part of the 
country. ‘It is possible that the lower incidence reported from the 
South may in part be due to a failure to heed the Biblical injunc- 
tion, “Seek, and ye shall find”, and in part to a more insidious 
onset. Although such surveys undoubtedly throw valuable light 
on the incidence of this disease in various parts of the country, the 
problem will never be solved by questionnaires. To determine 
definitely the incidence of rheumatic heart disease in various parts 
of the country it will be necessary to physically examine representa- 
tive samples of the population under comparable conditions. 


INFLUENCE OF SEX AND RACE 


There seems to be little doubt that rheumatic heart disease is 
slightly more common among females. The usual ratio is from 
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55:45 to 60:40, and has been observed both in this country and 
Great Britain. 

This tendency was reflected in the mortality statistics on 
rheumatic heart disease obtained in Philadelphia during 1936. 
The sex specific death rate among males was 17.5 per 100,000 per- 
sons, while among females it was 19.1 per 100,000 population. 
The mean age of death among males was 35.4 years while among 
females it was 37.2 years. This is interpreted as indicating that 
although females are slightly more susceptible to rheumatic in- 
fection, males succumb a little sooner due to an increased vul- 
nerability of their cardiovascular systems, to which may be added 
the factor of greater output of energy while attempting to main- 
tain their place in a competitive economic field. 

Most clinical studies indicate that rheumatic heart disease is 
relatively more common among white persons than Negroes. 
Laws*> noted that organic heart disease occurred in 4.6 per cent. 
of Negroes and 3.3 per cent. of white persons among 16,935 new 
patients admitted to the in-patient and out-patient divisions of the 
Vanderbilt University Hospital in Nashville, Tenn. Among 365 
white cardiac patients 15.3 per cent. had rheumatic heart disease, 
while only 4.3 per cent. of 280 colored patients had this disease. 
Combining the results of a number of studies from various sources 
throughout the South he found that rheumatic heart disease was 
responsible for 15.4 per cent. of heart disease among 1,542 white 
cardiac patients, but only 5.7 per cent. of 2,235 cases of heart 
disease among Negroes. 

Gager and Dunn?® noted that rheumatic heart disease was re- 
sponsible for 7.2 per cent. of heart disease among 600 white 
ambulatory patients at the George Washington University in 
Washington, D. C., while among an equal number of Negro 
patients it resulted in only 4.7 per cent. The writer in a study of 
all deaths from occurring heart disease in Washington, D. C. 
hospitals during 1932 found that it was the cause of 17.1 per 
cent. of heart disease among white persons as compared with 
only 8.3 per cent. among Negroes?’. 
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In contrast to these statistics obtained from studies of hospital 
and clinic patients, the writer found that the race specific death 
rate from rheumatic heart disease in Philadelphia during 1936 
was 27.8 per 100,000 Negroes against 17.1 per 100,000 white 
persons. The mean age at death among 296 white persons was 
38.1 years as compared with 28.0 years among 60 colored deaths 
from this disease. It is quite probable that the apparent increased 
frequency of rheumatic heart disease among white persons has 
been due to a failure to weight statistics on the basis of propor- 
tionate populations. Another reason why clinical series tend to 
show a lower percentage of heart disease of the rheumatic type 
among Negroes is that syphilitic and hypertensive heart disease 
occur so much more frequently that rheumatic heart disease is 
the cause of a smaller proportion of the total heart disease in 
that race. 

Studies by Paul and Salinger®® indicate a strong presumption 
that rheumatic fever is largely transmitted within the family group. 
Since 1920 there has been a marked migration of Negroes from 
the rural south to cities in the north. In Philadelphia the Negro 
population increased 69 per cent. between 1920 and 1930. In other 
cities even greater increases have been noted. Most of the Negroes 
coming from the south were young adults looking for employment, 
and beyond the most susceptible age period for rheumatic fever. 
It may be that this disease is occurring with greater frequency 
among their offspring due to poor environmental conditions, and 
that a further increase may be anticipated as the causative factor 
is spread into more families with young children. 


RELATION TO Economic STATUS 


Rheumatic heart disease is distinctly more common among per- 
sons in the lower economic levels than among the better-to-do. 
It is not, however, a rarity in any stratum of society. The fact 
that rheumatic valvular diseases are a leading cause for rejection 
for life insurance among young adults raised under better-than- 
average circumstances bears this out. Furthermore, the incidence 
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in private consultation practice is quite high. It is a definite, but 
limited problem among college students. 


Most workers agree that rheumatic heart disease, especially 
among children and young persons is more common among the 
wage-earning groups. Paul and his co-workers”? on examining 
332 school children in the poorest sections of New Haven noted 
an incidence of 4.8 per cent. This was 1.5 per cent. greater than 
in a public school in a better section of the city and eight times as 
great as in a private school. Examining 7,914 undergraduate stu- 
dents of Yale University, Paul and Letty® noted as incidence of 
.82 per cent. rheumatic heart disease as compared with 1.5 per 
cent. among persons of similar age groups in other walks of life. 
Among the students who had entered Yale from expensive board- 
ing schools the incidence was .58 per cent. as compared with 1.25 
per cent. of students who had received their preparatory training 
at high schools. 


Preliminary results of studies in Philadelphia indicate that com- 
paratively few deaths occur in families with incomes in excess of 
$3,000 per year. In children especially, most of the deaths occur 
in families on relief or with incomes well below $2,000 per year. 
Among adults the death rates are considerably higher in the lower 
income groups, but deaths are occasionally encountered even in 
families with incomes in excess of $5,000 a year. 


The more fulminating forms of rheumatic infection, characterized 
by rheumatic fever with severe carditis and early deaths, occur for 
the most part in underprivileged children. The more slowly 
progressing form of rheumatic infection resulting in valvular heart 
disease, especially mitral stenosis, may occur in any economic group 
but is predominantly a disease of persons in the lower income 
brackets. This is in a way analagous to tuberculosis. Miliary 
and other forms of rapidly progressive tuberculosis are seen for 
the most part in the low-income groups, while fibroid phthisis is 
encountered in any group, but found more frequently among the 
indigent or persons with small means. 
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PREVENTION 


Reams of paper and hours of valuable time have been consumed 
in discussing the prevention of diseases which cannot at present 
be prevented. The rational treatment or prevention of a disease 
concerning which the cause is unknown is almost certainly dis- 
appointing. The untiring efforts of workers too numerous to 
mention have thrown considerable light on the protean clinical 
manifestations of rheumatic heart disease during the past two 
decades. There are still perhaps more gaps in our knowledge of 
this than of any other infectious disease of equal importance. 
Especially in its epidemiology, there is hardly a feature of this 
disease in which knowledge approaches completeness. 


Bacteriological studies both in the United States and in Europe 
have not netted many concrete facts. The streptococcus has been 
frequently indicted, but never convicted of being the causative 
organism. Attempts have been recently made to show that rheu- 
matic fever is a virus transmitted disease. These claims rest more 
on opinion and a process of elimination than on demonstrated 
evidence. Attempts to devise specific diagnostic tests and methods 
for producing active or passive immunity have not met with suc- 
cess. Judged by the lack of immunity apparently produced during 
the course of rheumatic infection it is highly probable that even 
though the causative microorganism were discovered, it would still 
be necessary to look elsewhere than to the field of immunology 
for the solution to this problem. 


Efforts have been made in the past few years to associate this 
disease with various food deficiencies, notably a deficiency of 
Vitamin C. Clinical observations have thus far failed to confirm 
these hypotheses. Failure to incriminate the lack of a specific food 
substance should not blind us to the strong possibility that diet 
plays an important role in the production of this disease. “We 
are what we eat”. The principal difference between the well-to-do 
and the squalidly poor is the quantity and quality of their diets. 
An adequate dietary for the children of this nation would probably 
reflect favorably on the incidence and severity of rheumatic fever 
as well as a number of other diseases. 
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It seems evident that lacking a specific means of attack, any re- 
duction in the incidence of this disease or postponement of its 
more serious consequences will have to proceed along general lines. 
First and foremost is the necessity for raising the standards of 
living among the poor. It is generally conceded that rheumatic 
carditis is largely a product of industrialized urbanization ; that it 
is rife in the slum sections of large cities ; and that the well nurtured 
child is not as likely to fall victim to this disease. While the ultimate 
solution of these problems is largely the province of the states- 
man, economist and industrial leader, the modern health officer 
or medical representative of life insurance companies cannot afford 
to ignore them. 

Even in the halcyon days before the depression too many families 
lived under economic handicaps inimical to child life. Nearly a 
decade of hand-to-mouth existence has aggravated these conditions 
many fold. In many of our large cities two-thirds of the families 
are either on relief or have total incomes of less than fifteen hundred 
dollars a year. This country with all its wealth, natural resources, 
and creative genius cannot continue raising substandard children 
and hope to remain a first class nation. 

Parents, teachers, and even physicians should have a keener 
realization of the potential seriousness of any joint, muscular, or 
so-called “growing pain” in children. While these symptoms do 
not always indicate rheumatic infection, they call for a painstaking 
clinical investigation. When in doubt concerning their etiology, 
the child should be kept in bed. The frank case of rheumatic in- 
fection should be treated by prolonged bed-rest followed by a care- 
fully planned period of convalescence. It should be borne in mind 
that there is probably an element of carditis in nearly every case 
of rheumatic fever. Arthritic manifestations may be quite minimal 
even in the severest forms of the disease. 

Everything possible should be done to contribute to the general 
well-being of the patient with this disease. The diet should be 
adequate in amount and rich in vitamins, secondary anemia com- 
batted with iron preparations or blood transfusions in severe cases, 
and arthritic manifestations treated with salicylates. Good nursing 
care is essential. Foci of infections should be sought for and 
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eliminated. Tonsils and adenoids should be removed if diseased, 
but usually only after the disease has become quiescent. 

In the management of rheumatic infection in childhood it is 
necessary to remember that it is an essentially chronic disease, 
prone to relapses and recurrences. Continual vigilence is essential 
to prevent cardiac damage or to minimize its effects. Even under 
the most optimal conditions treatment is often unsatisfactory. 
Severe cardiac damage and early death occur too frequently despite 
intelligent and earnest efforts of the physician. Cardiac failure in 
rheumatic heart disease in young persons is almost invariably the 
result of active infection rather than due to mechanical difficulties 
caused by valvular deformities. Even in adults with long standing 
valvular lesions congestive heart failure is often attended by 
rheumatic activity. Another factor in heart failure in adults is 
the superimposition of arteriosclerosis. This seems to be accelerated 
in rheumatic heart disease. 

The value of tonsillectomy in the prevention or management of 
rheumatic heart disease is still a moot point. The consensus seems 
to be that tonsillitis is more common in rheumatic than among non- 
rheumatic children. While the routine removal of healthy tonsils 
is to be condemned, the removal of diseased tonsils before the 
onset of the disease probably lessens the incidence and reduces the 
severity of the disease in the mass. No great advantage can often 
be discerned in the individual case. Once the person has rheumatic 
heart disease, the clean removal of diseased tonsils is justified as 
a general hygienic measure to reduce upper respiratory infections. 

Institutions for the convalescent care of children with rheumatic 
heart disease have been established in New York City, Philadelphia, 
Minneapolis, and Saint Louis. The House of the Good Samaritan 
in Boston is the only institution in the United States devoted 
strictly to the hospital care of rheumatic cardiac patients of all 
ages. Less than 500 beds are devoted solely to the hospital and 
convalescent care of rheumatic cardiac subjects in this country. 
Even in the cities in which they are located these institutions care 
for only a small fraction of the total number of cases. Usually 
they operate under stringent financial difficulties. They are generally 
faced with the alternative of not keeping the patients as long as de- 








182 Forty-ninth Annual Meeting 


sirable or else maintaining a long waiting list of applicants. In 
most places there are no provisions for the convalescent care of 
patients after puberty. 

While these institutions do not appear to be the final answer to 
the problem they deserve public and private financial support. 
Many early cases are undoubtedly benefited by prolonged rest in 
convalescent homes. Here the patient can be carefully supervised 
and at the same time continue his education. Since most children 
with rheumatic heart disease come from homes at the bottom of 
the economic and social scale they cannot obtain intelligent con- 
valescent care except in special institutions. Patients with rheu- 
matic heart disease deserve the same consideration as is afforded 
children with tuberculosis, orthopedic handicaps, and other essen- 
tially chronic diseases requiring institutional care. Furthermore, 
these institutions are important as research centers. Aside from 
these motives, patients with rheumatic heart disease can be cared 
for more economically in special hospitals and convalescent homes 
than on the wards of general hospitals. 

There has been a movement, following the observations of 
Coburn®* and others, to send rheumatic cardiac patients to Puerto 
Rico, the southern part of California, or to Florida for more or 
less protracted periods. While this measure is beneficial in certain 
instances it does not appear feasible on a large scale as a public 
health measure. 

One of the greatest needs in the United States is for better 
physical examination of school children. The care with which this 
is done varies in different communities. In some places school 
medical examiners are even forbidden by law to disrobe the child 
sufficiently to auscult the heart properly. School health examina- 
tions offer an opportunity to detect early cases of rheumatic heart 
disease and to refer these children to their family physicians or 
to a suitable clinic for supervision. 

Teachers and school nurses should be instructed in the cardinal 
symptoms of rheumatic infection and directed to send children 
suspected of having rheumatic fever or known cases with active 
infection to the school physician. Rheumatic cardiac children 
should be given special privileges in school such as rest periods, 
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supplemental feedings, permission to use the elevators or to be 
late to classes, and like measures. Their curricula should be ad- 
justed to their physical handicaps. Competitive athletics should 
not be permitted and other forms of physical training should be 
curtailed, depending on the extent of their handicaps. Vocational 
guidance should be instituted so that these children can be trained 
for occupations adapted to their physical limitations. 


SUMMARY 


1. Despite the fact that many of its epidemiological features 
are at the present time imperfectly understood, rheumatic heart 
disease deserves to be considered as one of the major public 
health problems in the United States. 

2. The experience of the United States Public Health Service 
in Philadelphia during 1936 indicated that during that year it was 
exceeded only by tuberculosis, lobar pneumonia, and syphilis as 
a cause of death. Among the essentially chronic infectious diseases, 
it was exceeded only by tuberculosis and syphilis. It resulted in 
more deaths in Philadelphia in the year under study among 
persons under 20 years of age than whooping cough, measles, 
meningococcus meningitis, diphtheria, scarlet fever and anterior 
poliomyelitis combined. 

3. A plan has been devised through the cooperation of the 
Office of , Vital Statistics of the Bureau of the Census, U. S. 
Department of Commerce for computing mortality from rheumatic 
heart disease as a disease entity when reported on the basis of 
etiology. It is hoped that the life insurance companies will use 
their influence in improving mortality statistics from this cause. 

4, There are probably about 1,000,000 cases of rheumatic heart 
disease in the United States. It is estimated that there are about 
40,000 deaths in the United States from this disease each year. 

5. The incidence of this disease among public school pupils and 
college students is .5-1.0 per cent. 

6. While rheumatic heart disease is more common in the 
northern part of the United States than in the South, it should 
not be considered a rarity in any locality. 
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7. On the basis of clinical studies, the disease appears to be 
less frequent among Negroes. Race specific death rates in Phila- 
delphia indicated a higher death rate from this disease among 
colored persons. 

8. There appears to be little doubt that the incidence of this 
disease is considerably higher among the underprivileged than the 
well-to-do. This was especially true among children. This should 
be taken into consideration in formulating plans to prevent this 
disease or postpone its more serious consequences. 

9. Since the cause of rheumatic fever is unknown, no satis- 
factory method has been devised for preventing this disease or 
for its rational treatment. It is believed that betterment of living 
conditions, prolonged convalescent care, the recognition of the 
factor of infection in producing initial heart disease and its re- 
currences and the utilization of school medical examinations for 
the detection of early cases offer an opportunity to combat this 
disease with knowledge now available. Parents should be educated 
concerning the potential seriousness of joint, muscle and so-called 
“growing pains” in the child. 

10. The basic need at the present time is for carefully planned 
research studies of the many unsolved clinical, bacteriological, and 
epidemiological problems concerned with this disease. 
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Dr. ScHotz—We have, if I may so express it, doctors and doc- 
tors, as well as cardiologists and cardiologists. I am sure you all 
know what I mean. In our experience in life insurance medicine 
it is unusual to know a nationally recognized cardiologist who has 
a knowledge and a deep sense of the mortalities (heart diseases) 
that life insurance companies experience. Dr. McMillan is one of 
those rare cardiologists. After deciding to engage in heart work 
the Doctor spent more than a year in Hill’s Physiological Labora- 
tory; he is the author of numerous original research articles; for 
the past fifteen years has been Director of the Division of Car- 
diology, Philadelphia General Hospital; is a member of the 
Robinette Foundation, Heart Research, University of Pennsyl- 
vania; and has other distinctive appointments, including that of 
Assistant Professor of Cardiology, Graduate School of Medicine, 
University of Pennsylvania. 

You all know, or know of, Dr. McMillan. He has a very busy 
life but has not spared himself in the discussion he will now give 
us, of “Rheumatic Heart Disease—A National Health Problem”. 


Dr. McMittan—I have enjoyed Dr. Hedley’s paper very much. 
He has given us a very complete and clear picture of the severity 
and magnitude of the problem of rheumatic fever and rheumatic 
heart disease. Because he has discussed rheumatic fever so 
thoroughly, there is nothing that I need to add. I would like to 
say something concerning the results of rheumatic fever : Rheumatic 
heart disease. 

In comparison with the other forms of heart disease, the rheu- 
matic variety occupies a somewhat unique position in relation to 
insurance medicine. It is contracted in that vast majority of in- 
stances in youth or childhood. It will rarely develop after the age 
of twenty-five years. Since the great majority of our clients are 
adults, our problem in connection with rheumatic heart disease 
is mainly one of diagnosis:—Of determining whether rheumatic 
heart disease exists: We rarely have to concern ourselves, as we 
do in hypertensive, arteriosclerotic, or luetic heart disease, with 
the question of whether it may develop. It either is present or it 
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is not. If it is not present, the chances of its ever developing are 
remote. 


DIAGNOSIS 


Since our main concern at the present time is with the recog- 
nition of the existence of rheumatic disease, I should like to dis- 
cuss briefly certain facts that concern diagnosis, which, in my 
opinion, may receive at times too much emphasis. 

The first is the electrocardiogram. A fairly consistent electro- 
cardiographic finding in rheumatic heart disease is right axis 
deviation. Should this change have any significance for us as a 
possible evidence of rheumatic heart disease, not detectable by 
ordinary clinical examination? If it is marked, possibly it should 
be so regarded. But if it is no more than moderate or slight, it 
certainly should not. In analyzing this change, let us remember 
that we are born with a right axis deviation, and some of us are 
so fortunate as to be able to maintain a slight or moderate one 
well into adult life. I bring up this question because I have per- 
sonally encountered cases which were declined for insurance on 
no other ground than that there was a moderate right axis devia- 
tion. My own feeling is that a moderate right axis deviation should 
not necessarily be interpreted as an evidence of right ventricular 
strain: It may at times better be considered as evidence of an 
absence of left ventricular strain which is a very different matter. 


Another electrocardiographic finding that I feel we sometimes 
interpret too rigidly is notching of the P waves. Undoubtedly, 
definitely notched P waves in Lead 1 frequently result from auricu- 
lar muscle disease produced by rheumatic fever. To be significant, 
this must be marked, and it must be present in Lead 1. If slight, 
I believe that it does not justify us in drawing unfavorable con- 
clusions. Both of the instances that I have cited illustrate the fact 
that many electrocardiographic changes must be considered from 
a quantitative as well as a qualitative point of view. 

May I digress for a moment to speak of a third electrocardio- 
graphic finding which has nothing to do with rheumatic heart 
disease, but which I feel that we often over-emphasize? I refer 
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to prominent Q waves in Lead 3. Unquestionably, these nearly 
always develop with posterior coronary occlusions and they fre- 
quently persist as permanent changes. On the contrary, they are 
present in many persons who have nothing more abnormal than 
an elevated diaphragm, and they will disappear when the diaphragm 
is lowered. Certainly, the great majority of large Q waves that I 
encounter have no significance in terms of myocardial disease. I 
believe we frequently do a client an injustice in declining him on 
this ground alone. I feel certain that we could safely accept many 
who present this finding if there is no Q wave in Lead 2 and if it 
disappears on deep inspiration. 

In connection with diagnosis, I should next like to discuss the 
significance of a history of rheumatic fever. We should remember 
in the first place that the diagnosis of rheumatic fever may be 
extremely difficult to establish accurately. Without question, in 
many instances, rheumatic fever is overlooked. In a good many 
others, this stigmata is placed upon entirely innocent persons. In 
children, particularly, every acute arthritis will lead to the suspicion 
of rheumatic fever. There is no reason that I know of why chil- 
dren cannot develop forms of acute arthritis that are not rheumatic 
fever. Therefore, in considering a client for insurance who gives 
a history of rheumatic fever, let us at least remember that this 
diagnosis may have been incorrect. 

It is taught that in practically every instance, rheumatic fever 
damages the heart. Without question, this teaching is correct in 
principle. But let us remember that not every heart is damaged. 
We needn’t quibble over whether five per cent. or ten per cent. 
escape damage, but let us remember that some do. In my own 
work, therefore, a history of rheumatic fever is not going to make 
me believe that a heart has been damaged unless I can find some- 
thing else abnormal ; for I believe that if the heart of an adult who 
had rheumatic fever in youth or childhood has been damaged, we 
should be able by careful, complete, and thorough examination to 
demonstrate that damage. If we can’t so do, then I feel that we 
should regard that heart as undamaged in spite of the fact that a 
diagnosis of rheumatic fever has at some time or other been made. 
We will all admit that the absence of a history of rheumatic fever 
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has no bearing. In my opinion, a positive history of rheumatic 
fever as we obtain it in insurance medicine can be over-emphasized 
and may properly be entirely ignored frequently. 


PROGNOSIS 


Those of us whose endeavors are primarily outside the field of 
insurance medicine study our patients and attempt to make a 
diagnosis primarily to guide us in arriving at a logical and effective 
policy of treatment. In insurance medicine, we are concerned with 
treatment hardly at all. What we are fundamentally after is a 
prognosis. Physical derangement in our clients would not neces- 
sarily contraindicate insurance if our ability to prognose should 
ever become so skilled that we could accurately foretell how a 
given body would ultimately deal with given handicaps. Because 
a prognosis is so important in our field of medicine, I should like 
briefly to discuss some features upon which a prognosis of rheu- 
matic heart disease depends. 


As all of us know, a great many persons with what I may call 
minimal rheumatic damage, and not a few with very definitely 
developed rheumatic lesions lead entirely normal uneventful and 
natural lives. It has often occurred to me to wonder if our ability 
to prognose might not ultimately reach a degree of perfection that 
would warrant us in accepting certain selected cases of minimal 
rheumatic heart disease to the mutual benefit of both our com- 
panies and society. I am not at all sure that this day will come, 
but I should like to discuss some of the factors that determine the 
outlook of the rheumatic heart. 


I should like to discuss the prognosis of first, the slightly 
damaged rheumatic heart; and secondly, the heart that is more 
severely damaged. 

I think that most of us have the feeling that a heart damaged 
by rheumatic fever is always badly damaged. I know I have had 
this feeling until recently. I think that one reason for this feel- 
ing is the view that is widely held that rheumatic fever when it 
attacks the mitral valve always produces mitral stenosis :—That it 
rarely damages the valve so slightly as to cause insufficiency only. 
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Now, those who see and handle many rheumatic hearts realize 
that this is not true. Rheumatic fever does not always produce 
mitral stenosis. Indeed, damage to the heart produced by this 
disease may be extremely minimal. Such minimally damaged hearts 
produce no symptoms and yield no physical signs except perhaps 
a systolic murmur. Those who possess such hearts may, and often 
do, live uneventful lives. If we only had to fear that these hearts 
would go into congestive failure, then I think that our skill is 
sufficiently developed to enable us to quite accurately prognose 
their future. Many such cases could be safely accepted for in- 
surance. But unfortunately, congestive heart failure is not the 
only danger that we must fear in rheumatic heart disease; there 
always hangs over the rheumatic heart, whether it be extremely 
or minimally damaged, three additional dangers: (1) The danger 
of a reactivation of the rheumatic infection; (2) The danger of the 
development of auricular fibrillation; and (3) The constant threat 
of bacterial endocarditis. 

Active rheumatic infection is not likely to develop in an adult, 
but it occasionally does. Auricular fibrillation is not apt to develop 
in minimally damaged heart; for its incidence in rheumatic heart 
disease, in contrast to hyperthyroidism, is more or less propor- 
tional to the severity of the cardiac damage. But bacterial endo- 
carditis does not select only the badly damaged rheumatic hearts 
by any means: Unfortunately, it very frequently selects for its 
victims those who have minimally damaged hearts :—Hearts that 
would never otherwise give trouble. Therefore, from the point 
of view of insurance, I am afraid that we will have to say that 
any person with any degree of rheumatic cardiac damage con- 
stitutes considerably less than a standard risk. 

Finally, I would like to say a brief word concerning the prog- 
nosis in the more seriously damaged rheumatic hearts; and by 
this, I refer to those hearts with definite or even marked stenosis 
of the mitral valve. As everyone who has the privilege of a wide 
autopsy experience knows, there are many persons who, in spite 
of an advanced mitral stenosis, reach their late sixties and seven- 
ties, and then die of some entirely non-cardiac cause. What are 
the factors that determine a favorable outcome in some and an 
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unfavorable outcome in other instances of mitral stenosis? One 
of my colleagues, Dr. Benjamin Gouley, has studied this question 
for a long time, and we are convinced that the degree of strain 
that the right ventricle is subjected to is the best prognostic guide 
in a given case of mitral stenosis. Furthermore, the strain the 
right ventricle is placed under is by no means determined only 
by the degree of mitral stenosis; for we see some hearts with ex- 
treme mitral stenosis with little or no right ventricular hypertrophy 
or dilatation, while others with much less obstruction show evidence 
of great right ventricular strain. We will, therefore, prognose 
much more accurately if we pay more attention to the intensity 
of the second pulmonic sound and the size and shape of the cardiac 
silhouette, and less attention to the loudness and character of the 
murmur. One would be justified in giving a relatively good prog- 
nosis to most cases of mitral stenosis who show no definite evi- 
dence of enlargement or strain of the right ventricle as judged by 
the fluoroscopic determination of the size of the conus arteriosus 
and the intensity of the second pulmonic sound, were it not for 
those swords of Damocles that hang over all rheumatic hearts; 
those unforseenable, unpredictable complications: Reactivation of 
rheumatic infection, auricular fibrillation, and bacterial endo- 
carditis. 

In closing, let me express my appreciation to your Program 
Committee for asking me to discuss this very interesting paper. 
Let me also take this opportunity to express again my great in- 
terest in insurance medicine and in the striking improvement and 
development that it is undergoing. 


Dr. ScHotz—Dr. Cook, Vice President and Medical Director 
of the Northwestern National Life Insurance Company, before 
entering life insurance medicine devoted much study and research 
to impairments of the circulatory system, and ever since his induc- 
tion as a Medical Life Insurance Officer, has continued his study 
and research, particularly as to circulatory system impairment mor- 
bidities and mortalities. He has contributed several original life 
insurance medicine studies and is recognized as one of our emi- 
nent medical selectors. Dr. Cook’s discussion of “Rheumatic 
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Heart Disease—A National Health Problem” is directed to insur- 
ance rather than clinical problems, and the discussion of this thesis 
is another work about which Dr. Cook and the Association can 
feel well pleased. 


Dr. Cook—I want to express my appreciation of these presenta- 
tions by our distinguished guests, of the public health and clinical 
aspects of rheumatic heart disease. This disease has always been 
of great and special interest to underwriters: In a necessarily 
superficial insurance examination a heart murmur is one of the 
commonest impairments found and reported ; during the past fifty 
years the interpretation of heart murmurs has been the subject of 
marked controversial differences of opinion, and furthermore, 
insurance medicine has been privileged to contribute some very 
positive evidence, especially in the field of prognosis. 

Although the pendulum of clinical opinion, necessarily so largely 
empirical, has always and on many subjects swung through wide 
arcs, it is difficult to think of any subject on which such differences 
have been authoritatively voiced as the significance of heart mur- 
murs. Formerly regarded far too gravely as a prognostic sign, 
Mackenzie (1908) was probably responsible for the beginning of 
a reverse trend which gradually and slowly gained ground with 
the profession, and was finally carried to the reductio ad absurdum 
by Cabot, who contended that heart murmurs, especially the systolic 
apical murmurs, were without significance. Unfortunately, and in 
spite of contradictory insurance experience, these extreme views 
have obtained wide clinical influence, and numerous early claims, 
often for large amounts, have resulted from allowing our statistical 
evidence to be outweighed by eminent clinical opinion that the 
murmur was “functional” or “without clinical significance”. 

Dr. Hedley has forcefully presented the major claim of rheumatic 
heart disease as a most important and neglected public health prob- 
lem, and Dr. McMillan has given us most valuable and interesting 
clinical aspects. In my discussion I will confine my remarks to 
the selection phase of the subject. 

Rheumatic heart disease has relatively not the same major sig- 
nificance as a selection problem as it has as a public health or 
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clinical problem. It is largely a disease of childhood, the most 
susceptible years being from eight to twelve, and the average 
duration of life eleven years, so that relatively few cases reach 
the more common insurable ages. Furthermore, as Dr. Hedley 
has shown, incidence of the disease is determined by the financial 
status of the family. It is most common among families with 
less than $2,000 a year income, or among the industrial policy- 
holders rather than the ordinary. It is rare among families with 
$5,000 income and up. The disease is more common with girls 
than boys, and males represent 90 per cent. of insurance appli- 
cants. With the present wide use of the “Non-medical” it is 
ordinarily not discovered in applications for smaller amounts 
unless there is a history admitted or a previous insurance record, 
and yet the non-medical experience even at younger ages, is as 
favorable as that of the medically examined. Also, rheumatic fever, 
during the past few decades, has been in a recessive phase common 
to many endemic infections, both as to frequency and severity. 
Nevertheless, rheumatic heart disease does occur in selection with 
sufficient frequency to deserve our serious consideration, as it 
accounts for three to four per cent. of our total losses, and espe- 
cially today, when conflicting clinical opinion appears to have 
arrived at a point where the condition can be more correctly diag- 
nosed, and the prognosis more accurately estimated. 

A great step forward was taken when the newer underwriting 
terminology of heart impairments was adopted in 1925, substitut- 
ing clinical signs for inaccurate diagnoses. However, in the new 
coding some previous misconceptions were retained which have 
tended to prevent accurate classification, and I believe the present 
classifications could now be further revised and simplified. Our 
present subdivisions,—apex murmur, systolic, constant, not 
transmitted ; apex murmur, systolic, constant, transmitted to the 
left, and/or mitral regurgitation ; apex murmur, systolic, constant, 
and/or mitral regurgitation, with history of rheumatism, chorea, 
tonsillitis, or other streptococcic infection; apex murmur, systolic, 
inconstant; apex murmur, systolic, not clearly in above; apex 
murmur, presystolic or diastolic, constant, and/or mitral obstruc- 
tion, cover the subject of our present discussion, but the descrip- 
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tions do not correspond to our present knowledge of rheumatic 
heart disease. Also, apical heart murmurs are listed under the 
apparent mistaken impression that they are either “functional” or 
due to valvular disease. As a matter of fact, the majority of soft 
not transmitted apical systolic murmurs in adults are not due to 
valvular disease, but are associated with other forms of cardiac 
or constitutional disease, often more serious than valvular disease, 
such as coronary disease, hypertension, etc. These murmurs, if 
not interpreted as due to valvular disease, are apparently to be 
classified under apex murmur, systolic, constant, not transmitted, 
and make a most heterogeneous class, which have often been con- 
sidered standard because the murmur is not transmitted ! 

It is a serious error to regard the transmission of a murmur as 
an indication of the seriousness of the lesion. Just the opposite 
is true. The transmission of a constant murmur in adults actually 
in most cases is in inverse proportion to the seriousness of the 
lesion—as transmission depends on intensity or loudness of the 
murmur, plus distance of the heart from the stethoscope. Thus, 
a robust-appearing man with a thick chest wall and a soft non- 
transmitted murmur might have a much more serious condition 
than the thin man with a loud transmitted murmur. 

Where there is established organic mitral disease, the minimal 
damage and favorable myocardial compensation are associated with 
the louder murmurs. If the valve is completely destroyed or the 
myocardium greatly dilated and the ostium wide open, there would 
be no murmur at all. I would suggest, therefore, that the trans- 
mission or non-transmission of the murmur be eliminated in under- 
writing consideration. Its emphasis has led to undue liberality in 
rating soft localized murmurs. 

Further: The distinction between mitral regurgitation and mitral 
stenosis appears to have lost its usefulness. Underwriting practice, 
guided by the current classification, tends to regard mitral regurgi- 
tation as ratable, but mitral stenosis as uninsurable. Actually, the 
two conditions constitute a single clinical entity, appearing in the 
individual case with varying emphasis, but regurgitation without 
stenosis is extremely rare, and vice versa. What we, therefore, 
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are attempting to rate under these headings is rheumatic or infec- 
tious mitral disease, and in the majority of cases both regurgitation 
and stenosis are present. I think we would clarify our under- 
writing if we dropped the distinction between regurgitation and 
stenosis, and listed the constant systolic apical murmur if inter- 
preted as due to valvular disease, either with or without an accom- 
panying presystolic or late diastolic apical murmur, as indicating 
simply “mitral disease”. 

In view of our present knowledge of rheumatic heart disease I 
would suggest a revision of our current ratings for acute articular 
rheumatism. The age factor which is by far the most important, 
is left out of consideration except for the statement that the 
“Medical Impairment Study” indicates a higher mortality at the 
younger ages at entry. Yet the ratings suggested give exactly the 
opposite emphasis on age. A woman of 25, who had had two or 
more attacks of acute articular rheumatism at ages 6 to 10 would be 
standard, whereas a man of 40 who had had two attacks, the first 
at age 35 and the second at age 37, would be rated +40. Yet we 
know that the girl of 10 who has had repeated attacks of acute 
articular rheumatism rarely escapes permanent cardiac damage, 
while the man of 35 usually does. A young adult who had 
repeated attacks of acute rheumatic fever in childhood has so great 
a probability of a damaged heart as never to be a standard risk. 


In attempting to classify murmurs, I think we should keep in 
mind that the average physician today who has graduated within 
the current generation from one of the better schools, is not as 
skillful in physical diagnosis, especially auscultation and percussion, 
as a similarly trained man of a generation ago. Physical diagnosis 
in the sense as taught by the older clinicians who were dependent 
on inspection, percussion, and auscultation is becoming relatively 
a lost art. The more recent graduate is over-dependent on the 
laboratory diagnosis. Instead of meticulous physical examination, 
he hurries the patient to the X-ray machine or the electrocardio- 
graph, and is far too apt to confirm a negative laboratory report. 
Because he is vague and uncertain of his own findings, he finds 
relief in a positive opinion that carries the mystical authority 
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recognized by the machine age. However, the time has not yet 
come when medicine can be successfully robotized. In the diagnosis 
and prognosis of most cardiac conditions, the X-ray and electro- 
cardiogram, while extremely valuable, must be strictly limited to 
their proper sphere of supplementary evidence. 

Although many chapters in a comprehensive clinical book can 
be written on the refinements of auscultation in cardiac diagnosis, 
let us review what murmurs we actually do obtain in an insurance 
examination. They are limited almost entirely for underwriting 
purposes to two: 

1. Aortic diastolic, heard best down left border of sternum, 
over the aortic area and often at apex. This pathognomonic mur- 
mur of aortic regurgitation is usually associated with a water 
hammer pulse, pulsating arteries and a low diastolic pressure, 
hypertrophy, and there is frequently an accompanying systolic 
murmur also present at apex. Uncomplicated aortic regurgitation 
is relatively rare,—not more than five per cent., of all heart disease. 
The “Medical Impairment Study” showed one per cent. 

2. A systolic murmur at apex. This is the most common mur- 
mur reported by examiners, and for underwriters it is pre-emi- 
nently important to attempt an estimation of its source and sig- 
nificance. For our purposes it may be grouped under three headings. 

a. So-called “functional murmur”. Unquestionably medical selec- 
tion influenced by clinical opinion has been far too liberal in classi- 
fying too many murmurs as “functional”. Here the age factor 
has not been given the emphasis that it deserves. Systolic heart 
murmurs, especially over the pulmonic area and perhaps at the 
apex, if inconstant and associated with changes in respiration, can 
in children and young adults be properly diagnosed as “functional”, 
but in older applicants at ages when degenerative heart changes 
become more and more frequent, such a diagnosis of any heart 
murmur reported in an insurance examination must be regarded 
with grave suspicion. In this connection, the recent work of Steuer 
and Finberg is significant in showing that 30 per cent. even of chil- 
dren with apical systolic murmurs develop serious organic disease in 
six years. At the older ages we must keep in mind that even the 
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soft murmurs, not transmitted, the rough first sound not definitely 
a murmur, or the split first sound may indicate serious degenera- 
tive changes. There are five classifications cited by Dr. Hunter 
before the Actuarial Society five years ago, which have been re- 
garded as “functional”. This wide latitude I think makes for 
inaccuracy and confusion. It would be simpler to have two classi- 
fications for functional murmurs,—pulmonic area and apex—both 
systolic, soft, and in young applicants and if at apex the murmur 
should be inconstant, varying with respiratory phases. It is unsafe 
to regard any diastolic murmur or any loud murmur as “functional”. 
An inexperienced physician will sometimes confuse a venous hum 
transmitted to the base from the vessels of the neck with a heart 
murmur. These hums are common in the young and apparently 
without significance. 

b. A systolic murmur at apex, varying in intensity from a 
scarcely audible whiff to a loud musical or rasping sound. This 
murmur, although clinically the rarest of the three apical systolic 
murmurs, is the one ordinarily reported in an insurance examination, 
and is to be rated as rheumatic valvular heart disease. This systolic 
apex murmur, due to valvular disease is frequently, depending on 
the auscultatory skill of the examiner, found to be accompanied by 
a presystolic or late diastolic murmur, indicating some degree of 
stenosis. Enlargement of the heart, slight, moderate, or advanced, 
usually co-exists. Insurance experience has been particularly inter- 
esting here in proving that the mortality will be in direct ratio to the 
degree of hypertrophy. There is no evidence to indicate that the 
combination of stenosis and regurgitation is more serious than if 
the case is denominated either one alone. It is true that insurance 
experience has been very unfavorable with diastolic murmurs, but 
this is probably due to the inclusion of cases of aortic regurgitation 
through a mistaken diagnosis by the examiner. In 25 per cent. 
of chronic rheumatic heart disease found post mortem the mitral 
lesion is complicated by aortic disease. 

The transmission of the murmur in these mitral valvular cases, 
as previously mentioned, indicates intensity and distance of heart 
from stethoscope, but not seriousness of the lesion. As a matter 
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of fact, the murmur of advanced mitral valvular disease may be 
extremely localized, covering an area not much larger than the 
bell of the stethoscope, and is often missed entirely in a hurried 
examination. This is typical of so-called “mitral stenosis”. 

c. I want here to especially call attention to the soft systolic 
apical murmur in middle-aged or older applicants, which in under- 
writing may be improperly rated either as “mitral disease” or as 
“functional”. This is the murmur above referred to as due to 
cardiac hypertrophy or dilatation, and associated with degenerative 
disease of the cardiovascular system, such as coronary disease, 
hypertension, toxic thyroid, etc. 

Degenerative cardiovascular heart disease is today our largest 
mortality factor, far exceeding rheumatic heart disease, and account- 
ing for about 50 cents of every dollar paid in death claims, and is 
especially common in larger risks at which the age of entry is apt to 
be at or above middle age. If we are to reduce the mortality from 
this cause, more serious attention must be given to the beginning 
symptoms and signs. These are often vague and apt to be mis- 
interpreted or overlooked by the average examiner: 

Family history 
Breathlessness, chest pain or discomfort on exertion 
Indigestion 
Hypertension, —138 mm. Hg.+ 
Rapid or irregular pulse,—80-+- per minute and extra systoles 
Soft systolic apical murmur, roughened or split first sound 
Cardiac enlargement 
Abnormal electrocardiogram 
Especially must we be less liberal in the interpretation of soft 
systolic “non-transmitted” apical murmurs in the decades over 40. 

To summarize: These four classifications of murmurs are the 
ones necessary to keep clearly in mind in medical selection, with 
ratings merely intended to indicate relative seriousness. 

1. Diastolic, aortic area and left border 

of sternum; aortic regurgitation... +300 to R.N.A. 


2. Soft systolic pulmonic or apical in 
children and very young adults; in- 
constant, varying with respiration, 
“functional” 0 to +30 
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3. Systolic apical murmur, sometimes 
soft, usually musical or loud, localized 
or diffuse, young adults, frequent 
rheumatic or infectious history often 
accompanied by presystolic or late 
diastolic murmurs and hypertrophy ; 
mitral valvular disease +100 to +150 
with additional ratings for hyper- 
trophy, and history of acute articular 
rheumatism. 


4. Soft systolic apical murmur in older 
applicants, often not due to valvular 
disease, but to some serious cardio- 
vascular or systemic condition,— 
coronary disease, dilatation, hyper- 








tension, etc +100 to R.N.A. 
Manual labor with organic heart 
disease renders case. R.N.A. 





The other text-book murmurs are so rare as to be practically 
negligible in insurance selection, i. e. aortic stenosis, pulmonary 
stenosis and insufficiency, and tricuspid stenosis and insufficiency. 


Dr. ScHotz—Thank you, Dr. Cook. Dr. Hedley, I think you 
will wish to make a few concluding remarks. 


Dr. HeptEy—Mr. President and Members of the Association 
of Life Insurance Medical Directors of America, and Honored 
Guests: It is indeed with great pleasure that I come here this after- 
noon and listen to the very illuminating discussions of my paper 
from the clinical point of view by Dr. McMillan and from the 
life insurance point of view by Dr. Cook. 

One of the most interesting yet most serious features of rheu- 
matic heart disease is the apathy and lack of understanding of this 
problem by people otherwise well educated. This was forcibly 
brought home to me a few weeks ago while obtaining a history at 
the Children’s Heart Hospital, an institution in Philadelphia de- 
voted to the convalescent care of rheumatic children. 

In this history, I was attempting to get some information from 
the father, an Italian, whose son had been admitted to the heart 
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hospital with rheumatic heart disease following an attack of Syden- 
ham’s chorea. With due regard to my limitations as a dialectician, 
his history was somewhat like this: 

“Tony, he go to school. Tony come home with note from teacher. 
Note say, ‘Tony bad; he maka the face atta the teacher’. I taka 
Tony to school. I say, ‘Tony, he not bad; he seeck’. Next day he 
coma to the hospital.” 

That is the story of rheumatic heart disease so far as a good many 
very well informed people are concerned. You can mention other 
important problems; tuberculosis, poliomyelitis, scarlet fever, 
diphtheria—and the general public knows what you are talking 
about. Rheumatic heart disease is the forgotten health problem. 


Only recently, I was reading an account in a British Medical 
Journal in which a warning was expressed against chastising school 
children with chorea. It shows how far they are behind also. 


The medical public health professions indeed owe a debt of 
gratitude to the insurance companies for the information they have 
cast from time to time on many important and often obscure prob- 
lems. In the field of cardiovascular renal disease, you have con- 
tributed largely and have often pioneered in such factors as the 
influence of hypertension, cardiac enlargement, the effects of albu- 
minuria, the effect of obesity and the familial studies of cardiac 
disease. 

As the population of this country increases, more and more atten- 
tion will be diverted from infectious diseases and will be placed 
on the degenerative diseases. I hope you will continue the good 
work and will be able to continue to cast light upon the diseases 
of an infectious nature and also degenerative in nature which have 
public health significance. 

Gathering from what I have heard today, a medical director of 
a life insurance company has an even more unenviable position 
than that of a football coach. The football coach is dependent upon 
the efforts of eleven men in the field. Apparently a medical director 
of an insurance company is dependent upon the results of several 
hundred men out in the field, many of whom he has never seen 
and knows by name only. 
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In the final analysis, the validity of life insurance statistics and 
the mortality experience of life insurance companies depends upon 
the qualifications, the interest, the aptitude, the training of examin- 
ing physicians out in the field. 

It has been with extreme interest that I have listened to Dr. 
Cook’s resume of the importance of systolic murmurs. Clinicians 
are apt to underrate this type of work. They do it for two reasons: 
First, because they do not see sufficient cases to get the proper 
background, and secondly, because they fail to realize the results 
of a life insurance company are dependent upon the mass grouping 
of a number of people’s findings. These physicians, as I have indi- 
cated, vary in training and equipment. It is quite likely, for exam- 
ple, that if these cases of systolic murmurs were re-examined by 
expert cardiologists, they could be broken down into several cate- 
gories. Some of these categories might be even worse risks than 
were indicated and some might be better. Likely as not, especially 
in the younger age groups, not so much the systolic murmurs that 
are heard, but the diastolic murmurs that are missed are the thing 
that determines the extremely high mortality. 

It is hard for clinical men to understand that life insurance com- 
panies are not interested so much in fine clinical distinctions as in 
obtaining reliable objective criteria on which they can rate an 
applicant for life insurance. 

I think you will agree with me that rheumatic heart disease, is 
perhaps the greatest unsolved problem facing childhood and 
adolescence. Compared with other diseases, we are further behind 
in fundamental epidemiological knowledge than of any other con- 
dition. I hope it will be possible for life insurance companies to 
take this problem to heart and from time to time be able to throw 
light on the geographic and economic distribution of this disease. 


Dr. ScHoLtz—Scientists throughout the world have been much 
interested in and have profited greatly by the various studies of 
Dr. Dublin and Mr. Marks. Dr. Louis I. Dublin, Third Vice- 
President and Statistician of the Metropolitan Life Insurance 
Company, and Mr. Herbert H. Marks, Medical Statistician of that 
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Company, have appeared before this body on numerous occasions, 
and each time have presented data of outstanding value. 

Last year they gave us a most interesting study on “The Build 
of Women and Its Relation to Their Mortality”. This year, re- 
gardless of the immense amount of work and time Dr. Dublin is 
devoting to the Chairmanship of the Committee on Medical and 
Public Health of the New York World’s Fair, and regardless 
of additional work in statistical research by Mr. Marks, they have 
favored us with a study of their Company’s experience with 
women accepted on a substandard basis. Very few companies 
have had a sufficient experience with substandard female lives 
to make possible a medico-actuarial study. We have not previously 
had anything so comprehensive and so complete as this latest study 
by Dr. Dublin and Mr. Marks, and we are deeply indebted to them 
for their research in this important subject. Dr. Dublin has kindly 
consented to read the manuscript. 
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MORTALITY OF WOMEN ACCORDING 
TO BUILD—EXPERIENCE ON 
SUBSTANDARD ISSUES 


By Louts I. Dustin, Ph. D., Third Vice-President and Statistician 
AND Hersert H. Marks, Metropolitan Life Insurance 
Company, New York 


Last year we presented our Standard experience on women 
according to build. This year we give you the corresponding ex- 
perience among women insured under Substandard policies. Super- 
ficially it would appear that the two experiences are supplementary, 
but this is true only to a degree. For, in this Substandard ex- 
perience from which we have excluded all those who were rateable 
or borderline risks for medical, occupational and other reasons 
and those insured for less than $1,000 in the Intermediate Depart- 
ment, there are a considerable number of average weight and 
moderately under or overweight women. This group, for the most 
part, consists of women who may be considered rateable because 
of “grade”, a term which it is unnecessary to define for this 
audience. It is inevitable that in the experience of the Metropolitan 
there should be a large number of such cases because the wage- 
earning class forms such a large part of the clientele of the Com- 
pany. The-effect of this factor on our results is appreciable. The 
women in the middle weight groups are very largely of this charac- 
ter, whereas the extreme underweights and overweights include 
women from the better classes as well as those of Substandard 
grade. Unfortunately, the record cards used for the study do not 
give any clue to the “grade” of the insured, and indeed it is unlikely 
that even the original applications would be of much help in this 
regard. We cannot, therefore, exclude these “grade” cases from 
this Substandard group in order to make it homogeneous and com- 
parable with the one we reported on last year. 

The mortality experience in this report is based upon 121,248 
policies on women issued in our Substandard branches during the 
period 1922-1934 and carried to the policy anniversary in 1936. 
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This figure excludes certain groups, as in our study on Standard 
issues last year, policies cancelled in the year of issue, and ex- 
tremely short and extremely tall women (i.e., under 4 feet 8 inches 
and over 6 feet 0 inches) and, in addition, as stated earlier, Inter- 
mediate issues for less than $1,000, and all cases rateable or border- 
line because of medical and other reasons. We have included all 
the females on whom routine records were prepared, and for most 
of the period such a record was made of all policies, including 
monthly, issued in the Substandard branches. 


Before presenting our findings, we should like to repeat the 
observations made last year regarding the general character of 
the material. For the most part the heights and weights were not 
actually measured at the time of examination, but were usually 
as stated by the applicant. This is especially true of height. The 
actual weights were more frequently taken in the later years of 
the experience than in the earlier years, and there was a general 
tendency to check the stated weights of those who were much 
underweight or overweight. But there is likely to be some sys- 
tematic overstatement of weight by those markedly underweight 
and understatement by those markedly overweight. In consequence 
of these practices, there is a concentration of records in the average 
height group, generally on all the even inches, and also a high 
percentage of weights reported in figures ending in zero or five, 
and secondarily in even numbers. The measurements of the appli- 
cants are presumed to be taken in ordinary street dress, without 
heavy outer clothing. 

The detailed characteristics of this group with respect to build 
are of no great value because of the heterogeneous nature of the 
group. It is of interest to note, however, that except at the youngest 
ages the Substandard females are definitely shorter as a group 
than the Standard. At ages 20 and over, the difference ranges 
from one-eighth inch in the twenties to one-half inch in the forties. 

The general composition of the group with respect to build is 
presented, however, because it is necessary for a proper evalua- 
tion of the mortality. This is shown in Table 1 which gives the 
number of cases in each weight group for broad height and age 











TABLE 1 


Mortality of Women According to Build. 


Experience on Substandard Issues. 


Number of Cases in Each Weight Group and Per Cent. They Are 
of Total. By Broad Age and Height Groups. 


Metropolitan Life Insurance Company, Ordinary Department, 


Issues 1922-1934. 

















NUMBER OF CASES PER CENT. DISTRIBUTION 
Age Group; All Me- All Me- 
Weight Group Heights | Short dium Tall |Heights} Short} dium | Tall 
ALL AGES 
Total F 121,248 | 18,649 | 87,592 | 15,007/100.0 {100.0 |100.0 |100.0 
Underweight 
15% or more 16,009 3,055 | 10,528 2,426] 13.2] 16.4] 12. 16.2 
5-14% . 14,920 2,311] 10,835 1,774] 12.3] 12.4] 12.4] 11.8 
Average Weight 15,147 2,259 | 11,231 1,657] 12.5] 12.1] 12.8] 11.0 
Overweight 
5-14% 13,321 2,089 9,681 1,551] 11.0] 11.2] 11.1} 10.3 
15-24% 11,202 1,991 7,854 1,357 9.21 10.7 9.0 9.0 
25-34% 22,013 3,116 | 16,240 2,657] 18.2] 16.7] 18.5] 17.7 
35-44% 17,882 2,273 | 13,420 2,189] 14.7] 12.2] 15.3] 14.6 
45% or more 10,754 1,555 7,803 1,396 8.9 8.3 8.9 9.3 
UNDER 30 
Total . 51,228] 7,395 | 37,046] 6,787|100.0 |100.0 /100.0 {100.0 
Underweight 
15% or more 11,018 2,112 7,245 1,661) 21.5] 28.6] 19.6] 24.5 
5-14% 9,465 1,431 6,947 1,087} 18.5] 19.4] 18.8] 16.0 
Average Weight 8,689 1,303 42 957] 17.0] 17.6] 17.4] 14.1 
Overweight 
5-14% 5,964 782 4,493 689} 11.6] 10.6] 12.1] 10.2 
15-24% 3,170 467 2,331 372 6.2 6.3 6.3 §.5 
25-34% 2,872 347 2,053 472 §6 4.7 5.5 7.0 
35-44% 5,551 481 4,225 845] 10.8 6.5] 11.4] 12.5 
45% or more 4,499 472 3,323 704 8.8 6.4 9.0} 10.4 
30-39 
Total 37,424 5,394 | 27,350 4,680 100.0 /100.0 |100.0 |100.0 
Underweight 
15% or more 3,129 592 2,036 501 8.4] 11.0 7.4) 10.7 
5-14% 3,336 483 2,42 429 8.9 9.0 8.9 9.2 
Average Weight 3,730 478 2,860 392] 10.0 8.9] 10.5 8.4 
Overweight 
5-14% 3,996 588 2,935 473] 10.7] 10.9] 10.7] 10.1 
15-24% 2,959 615 2,012 432 7.9 9.5 7.4 9.2 
25-34% 8,668 1,082 6,441 1,145] 23.2] 20.1] 23.6] 24.5 
35-44% 7,501 97 5,664 863] 20.0] 18.1] 20.7] 18.4 
45% or more 4,105 682 2,978 445| 11.0] 12.6} 10.9 9.5 
40-49 
Total 24,995 4,253 | 17,961 2,781 1100.0 |100.0 |100.0 |100.0 
Underweight : 
15% or more 1,391 260 928 203 5.6 6.1 5.2 7.3 
5-14% 1,564 255 1,107 202 6.3 6.0 6.2 7.3 
Average Weight 2,002 309 1,451 242 8.0 7.8 8.1 8.7 
Overweight 
5-14% 2,358 487 1,593 278 9.4] 11.5 8.9} 10.0 
15-24% 3,666 650 2,610 406) 14.7] 15.3) 14.5] 14.6 
25-34% 8,277 1,295 6,150 832] 33.1] 30.4] 34.2] 29.9 
35-44% 3,904 667 2,841 396} 15.6] 15.7} 15.8] 14.2 
45% or more 1,833 330 1,281 222 7.3 7.8 yA | 8.0 
60 AND OVER 
Total 7,601] 1,607} 5,235 759 1100.0 |100.0 |100.0 |100.0 
Underweight 
15% or more 471 91 319 61 6.2 §.7 6.1 8.0 
5-14% 555 142 357 56 7.3 8.8 6.8 7.4 
Average Weight 726 169 491 66] 9.6] 10.5] 9.4] 8.7 
Overweight 
5-14% 1,003 232 660 111] 13.2] 14.4] 12.6] 14.6 
15-24% 1,407 359 901 147] 18.5] 22.3} 17.2} 19.4 
25-34% 2,196 392 1,596 208] 28.9] 24.4] 30.5] 27.4 
35-44% 926 151 690 85} 12.2 9.4] 13.2} 11.2 
45% or more 317 71 221 25 4.2 4.4 4.2 3.3 
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classes. We have classified our material in the same way as last 
year except that we have combined all underweights in excess of 
15 per cent. below average weight. These groups are as follows: 


HEIGHT GROUPS WEIGHT GROUPS 
Short “ee 
4’ g”—5’ 1” % or more 
5-14% 
eo 6” Average weight 
Tall Overweight 
5’ 7”°—6' 0” 5-14% 
15-24% 
25-34% 
35-44% 


45% or more 


It will be readily seen from this table that the group is quite ab- 
normal in its build distribution. Only a relatively small proportion 
(12.5 per cent.) of the cases is in the average weight group, whereas 
in the Standard experience over one-quarter of the cases were in 
that group. Further, only one-third are within 15 per cent. of 
average weight in the Substandard experience, as compared with 
two-thirds in the Standard cases. At the younger ages the pro- 
portion of underweights is quite large (40.0 per cent.) as compared 
with those seriously overweight (25.0 per cent.). The percentage 
of underweights in the experience declines rapidly with age, and, 
that of overweights, particularly of serious degree, increases quite 
rapidly. In contrast with the Standard cases, the short women 
generally outnumber the tall women. The only exception is among 
young persons seriously overweight. 


CoMPARATIVE MortTALity By BuILp Groups 


The total exposure in the combined experience on these 121,248 
Substandard females is 661,078 years of life, an average of five 
and one-half years per life. This is about a year less than the 
average in the Standard experience reported last year. Almost 
exactly two-thirds of the Substandard experience is within five 
years of issue. The experience is, on the whole, rather recent, 
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and it is apparent that we can get only an approximate idea of its 
long-term trends. 

Table 2 presents the actual deaths and ratios of actual to expected 
deaths at all ages and in four broad age groups at issue for the 
build groups previously described. Where the amount of material 
was too small, all underweights have been considered as a group, 
and overweights have generally been combined in two broad groups, 
5-24 per cent. and 25 per cent. and over, and for tall women, the 
experience at ages 40 and over has been combined. The mortality 
ratios were computed on the ungraduated mortality experience 
among Standard risks included in last year’s study.* Mortality 
ratios appear in the table for every group in which there were 
over 10 actual deaths. The minimum number is not, of course, 
large enough to give a reliable mortality ratio, and it is necessary 
throughout in judging ratios to keep in mind the number of deaths. 
Many of the irregularities in the mortality curves are due to the 
small size of the samples. 


Mortality AccorDING TO WEIGHT—ALL HEIGHTS COMBINED 


At all ages combined, the relative mortality was lowest among 
underweights. Practically identical ratios of actual to expected 
mortality (124.0 and 124.3 per cent.) were obtained for the two 
underweight groups. The mortality increased rather sharply 
among average weights (140.4 per cent.) and progressed upward 
rather slowly and with some irregularity as weight increased. The 
highest ratio, 154.8 per cent. of the Standard experience, was 
recorded for those 45 per cent. or more overweight. On the whole, 
the overweight experience was distinctly higher than that for 
underweights, but only slightly higher than for the average weight 
group. 

The trend was somewhat more distinct in the sixth and later 
years of the experience. The underweight mortality was but little 
higher than 100 per cent. of the Standard, and there was a sharp 
and steady rise in the ratios with increasing weight up to 15-24 





*In computing the expected deaths, issues 1922-1924 and 1925-1934, were treated 
separately on the basis of the experience in Standard issues of those years, because 
for the latter, only a sample of the issues in the later period was available, whereas 
for the Substandard, all cases were available for most of that period. 
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TABLE 2 
Mortality of Women According to Build. Experience on Substandard Issues 


Ratios of Actual to Expected Deaths by Metropolitan Ordinary Female Mortality 

Experience, 1922-1936 (Ungraduated) by Age Groups at Issue and 
By Duration of Insurance. 
Metropolitan Life Insurance Company, Ordinary Department, Issues of 1922-1934, 
Carried to Anniversary in 1936. 

















AGGREGATE 
Build Group | Per Cent. Actual of Expected Deaths Deaths 
Exposed) All |Under 50& | All |Under 50 & 
Ages 30 | 30-39] 40-49] Over] Ages 30 |30-39 | 40-49] Over 
GRAND TOTAL {661,078 3,641 775) 1,033] 1,104 129 
Underweights 
15% or more 77,494] 124.0] 134.1] 129.0] 93.8] 127.3 290 134 70 43 43 
5-14% 88,096; 124.3] 132.9] 120.0} 99.6) 143.3 366 154 88 61 63 
Average weight 94,370} 140.4] 135.9] 150.8] 139.3] 135.7 473 160 128 106 79 
Overweight 

5-14% 86,424] 140.0] 122.7] 148.4] 130.0] 161.4 490 107 138 120 125 
15-24% 66,133] 148.5] 156.4] 157.8] 153.9] 131.4 474 71 105 175 123 
25-34% 105,083] 149.2} 157.2] 166.4] 149.0] 131.6 758 47 206 333 172 
35-44% 87,653} 142.1 87.7) 143.3} 152.5] 163.7 489 41 182 175 91 
45% or more 55,825] 154.8) 130.9] 155.9] 166.2] 176.3 301 61 116 91 33 

SHORT HEIGHT 
Total 
Underweight 
15% or more 14,653] 142.8] 147.4} 151.2] 132.5 138.0 63 29 15 11 8 
5-14% 13,736] 142.8} 158.6} 126.6] 131.8 i 69 28 14 13 14 
Average weight 13,786] 160.7} 156.0] 174.2] 149.0] 166.0 85 2 19 17 22 
Overweight 

5-14% 13,554] 165.1 } 116.5 175.4] 149.6] 180.2 103 18 24 28 33 
15-24% 11,823] 145.1 é 110.0} 138.3] 201.0 88 4 13 28 43 
25-34% 15,759] 146.4 175.0} 139.6} 133.2 120 7 29 52 32 
35-44% 11,694] 142.2 }134 114.4} 163.2 173.3 72 4 20 32 16 
45% or more 8,535] 165.8 159.3] 185.5 3 55 8 21 19 q 

MEDIUM HEIGHT 
Total 
Underweight 
15% or more 51,016] 117.0} 116.0] 135.6] 96.7] 117.8 181 76 48 29 28 
5-14% 63,848] 121.9] 121.2] 127.0] 96.7] 153.2 255 103 67 42 43 
Average weight 70,397) 136.3} 127.5] 148.5] 138.9} 132.1 338 112 97 q7 52 
Overweight 

5-14% 62,809] 138.6] 113.1] 149.4] 131.5] 166.2 341 74 102 82 83 
15-24% 46,547} 152.5] 183.6] 162.4] 160.9] 118.3 340 61 74 130 75 
25-34% 77,041] 150.1] 167.6] 164.8] 148.8] 132.9 556 36 150 245 125 
35-44% 65,237] 142.3 91.7} 146.6] 151.5] 156.4 361 32 139 126 64 
45% or more 39,986) 154.8] 124.0] 153.5} 176.0} 179.0 213 42 81 67 23 

TALL HEIGHT ———EE 
Total 
Underweight 
15% or more 11,825} 131.4] 197.1 75.8|| 86.5 46 29 7 3  f 
5-14% 10,512} 114.0] 173.8 : c 42 23 7 6 6 
Average weight | 10,187] 138.5} 166.7) 138.7 114.6 50 21 12 12 5 
Overweight . 

5-14% 10,061] 110.7 139.3| 108-5 93.1 46| 15] 12] 10 9 
15-24% 7,763| 128.9 ‘ 196.3 102. 46 6 18 17 5 
25-34% 12,283] 147.7 166.7 145.8 82 4 27 36 15 
35-44% 10,722) 140.9]/ 106.0} 155.7 156.6 56 5 23 17 a8 
45% or more 7,304) 138.9 165.7 ad 33 11 14 5 3 



































*10 or less deaths. 
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Mortality of Women According to Build. Experience on Substandard Issues 
Ratios of Actual to Expected Deaths by Metropolitan Ordinary Female Mortality 
Experience, 1922-1936 (Ungraduated) by Age Groups at Issue and 
By Duration of Insurance. 


Metropolitan Life Insurance Company, Ordinary Department, Issues of 1922-1934, 
Carried to Anniversary in 1936. 








FIRST FIVE POLICY YEARS 

















. Per Cent. Actual of Expected Deaths Deaths 
Build Group : 

All | Under 50&{ All |Under 50 & 
Ages 30 | 30-39} 40-49] Over | Ages 30 |30-39 | 40-49 | Over 
GRAND TOTAL 2,075 486 605 618 366 

Underweights 
15% or more 136.4] 146.2] 131.4] 108.3] 143.3 194 101 42 25 26 
5-14% 141.0} 161.4] 136.2] 114.0] 120.3 216 108 51 31 26 
Average weight 155.0] 148.4) 156.6} 170.0} 149.4 267 96 67 60 44 

Overweight 

5-14% 146.4] 123.1] 172.0] 160.1} 128.5 257 57 81 68 51 
15-24% 141.7] 152.8) 159.6) 158.1] 106.3 247 37 55 98 57 
25-34% 145.11 134.8] 159.7] 151.3] 121.4 453 25 136 197 95 
35-44% 135.7| 88.3} 131.6] 152.1] 162.9 276 29 102 94 51 
45% or more 150.3} 114.7| 168.4) 157.4} 156.3 165 33 rp: 45 16 

SHORT HEIGHT 
Total 
Underweight ons wees 
15% or more 170.7] 173. ‘ 46 23 11 9 8 
5-14% 141.0] 146.1|{ 157-3 183.7} 36] 15 7 7 7 
Average weight 180.0} 196.1 : 245.7 * 50 19 8 13 10 
Overweight 

5-14% 172.1 e 221.6] 190.6} 158.6 54 7 15 17 15 
15-24% 139.5 be 125.9] 178.7 48 2 8 14 24 
25-34% 145.3 199.8] 137.9} 111.3 V1 4 22 29 16 
35-44% 133.1]}127.5) 104.1] 142.5 184.2 39 3 11 15 10 
45% or more 165.4 178.3 L a 30 4 13 9 4 

MEDIUM HEIGHT 
Total 
Underweight 
15% or more ° 125.2] 125.6] 129.1] 96.8) 152.6 118 57 27 15 19 
5-14% 140.1} 151.1] 147.5] 114.3] 122.6 153 74 40 22 ag 
Average weight 147.4) 131.3) 158.4] 155.8] 157.5 186 63 52 40 81 
Overweight 

5-14% 141.5] 115.0] 166.9} 161.4] 120.8 175 40 58 46 81 
15-24% 143.5] 164.8] 152.0] 168.3) 95.3 172 29 36 74 33 
25-34% 149.1] 135.1] 156.9) 156.6] 130.7 341 18 99 151 73 
35-44% 135.4] 88.6] 134.3] 153.9) 152.4 204 22 78 69 35 
45% or more 145.8} 114.0] 148.9} 171.3) 156.3 114 2 45 34 1l 

TALL HEIGHT 
Total 
Underweight 
15% or more 142.5] 202.1]] » } e 30 21 4 1 4 
5-14% 146.5} 248.0 27 19 4 2 2 
Average weight 169.7] 200.0} * bd 31 14 7 sf 3 
Overweight “ana - 

5-14% 10 8 5 5 
15-24% 134.9 }198.8 168.8]; 90.6 27 i _ 
25-34% 118.5 135.5 110.8 41 3 15 17 6 
35-44% 140.7|> 97.3) 146.1 166.8 33 4 13 10 6 
45% or more 156.1 280.8 s 21 5 13 2 1 
































*10 or less deaths. 
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TABLE 2—Continued 
Mortality of Women According to Build. Experience on Substandard Issues 


Ratios of Actual to Expected Deaths by Metropolitan Ordinary Female Mortality 
Experience, 1922-1936 (Ungraduated) by Age Groups at Issue and 
By Duration of Insurance. 
Metropolitan Life Insurance Company, Ordinary Department, Issues of 1922-1934, 
Carried to Anniversary in 1936. 

















SIXTH AND LATER POLICY YEARS 
‘ f | of 
Build Group Per Cent. Actual of Expected Deaths Deaths 
All |Under 50&] All |Under 50 & 
Ages 30 | 30-39] 40-49] Over} Ages 30 {30-39 | 40-49 | Over 
GRAND TOTAL 1,566 289 428 486 363 
Underweights 
15% or more 104.9] 107.0} 125.6] 79.1] 108.8 96 33 28 18 17 
5-14% 106.2} 94.0} 103.1 88.1] 165.7 150 46 37 30 37 
Average weight 125.1] 120.6] 144.9] 112.8] 121.8 206 64 61 46 35 
Overweight 

5-14% 133.6] 122.3] 124.2] 104.4] 196.0 233 50 57 52 74 
15-24% 156.6] 160.4] 155.8] 148.9] 165.2 227 34 50 BE 66 
25-34% 155.8] 193.8] 181.3] 145.7] 146.8 305 22 70 136 if 
35-44% 151.4} 86.2] 161.6} 152.9] 164.8 213 12 80 81 40 
45% or more 160.5] 157.0] 139.5] 175.8] 200.5 136 28 45 46 17 

SHORT HEIGHT 
Total 
Underweight 
15% or more 99.1 } 17 6 4 2 5 
5-14% 124.9|}187.9]}235.3]} * [}167.4) 33) 4S 7 6 7 
Average weight 139.4 6 205.2 si 200.0 35 8 aq 4 12 
Overweight " 

5-14% 157.9 112.2] 203.4 49 11 9 a1. 18 
15-24% 1o35(}147-6]}110.1] 125-21 Soa'7| 40 2 5} 14 19 
25-34% 148.1 141.9} 165.8 49 3 2 23 16 
35-44% 154.6|} * {)130.7 187.2)} ‘ 33 1 9} 17 6 
45% or more 166.3 of 25 4 8 10 3 

MEDIUM HEIGHT 
Total 
Underweight 
15% or more 104.3} 94.4] 145.0] 96.6 ad 63 19 21 14 9 
5-14% 102.0} 80.6) 105.3 82. 183.1 102 29 27 20 26 
Average weight 124.8] 122.9] 138.5) 124.3] 106.8 152 49 45 37 21 
Overweight 

5-14% 135.7] 111.0] 131.3] 106.3] 214.1 166 34 44 36 52 
15-24% 163.0] 204.9] 173.7] 152.1] 146.1 168 32 38 56 2 
25-34% 151.6] 220.6] 182.6) 137.8] 138.6 215 18 51 94 2 
35-44% 152.4 bd 166.1] 148.8] 161.5 157 10 61 57 29 
45% or more 166.7} 140.3} 159.7] 181.1] 206.5 99 18 36 33 12 

TALL HEIGHT Ae a 
otal 
Underweight 
15% or more 114.7 } 16 8 3 2 3 
5-14% aig{}121.3 os ons 15 4 3 4} 4 
Average weight 106.6] * wd * 19 7 5 5 2 
Overweight 

5-14% 85.5 18 5 4 4 
15-24% 121.3 } * }111.2/} 106.0 5 es 7 7 5 
25-34% 196.3 196.6 41 1 12 19 9 
35-44% 141.1 s }1ss.2 144.8 23 1 10 rf 5 
45% or more 116.5 * 12 6 1 3 2 
































*10 or less deaths. 
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per cent. overweight, beyond which the ratios remained at a high 
level between 150 and 160 per cent. of the Standard mortality. 

At ages under 30, the mortality ratios were rather irregular 
although they approximated 30 per cent. in excess of the Standard. 
Those between 15 and 35 per cent. overweight showed the highest 
mortality ratios, in excess of 150 per cent., but the other overweight 
groups were better. The underweights and average weights ex- 
perienced approximately the same level of mortality, about 135 
per cent. of the Standard, which was slightly but not significantly 
higher than the overweight group as a whole. In the first five 
years, the tendency at these ages was for a relatively high mortality 
among the lighter weight groups, as compared with the over- 
weights. In the sixth and later years, the reverse was true, indi- 
cating in the long run a favorable trend for the underweights and 
an unfavorable one for overweights. 

At ages 30 to 39, the underweights were definitely better than 
either the average or overweight groups. Those of average weight 
showed a rather high mortality, but, on the whole, there was a 
tendency for the mortality ratios among overweights to rise with 
increasing degree of overweight. Among women at these ages 
also the experience in the sixth and later years showed a relatively 
improved situation among the underweights, and despite the 
irregularities in the ratios, the trend was evidently towards high 
mortality among the overweights, increasing with the degree of 
overweight. 

At ages 40 to 49 the underweights again were distinctly better 
than those of heavier build. The average weight group showed 
a rather high mortality, but lower than all the overweights except 
those 5-14 per cent. overweight. On the whole, there was a 
distinct tendency in this group for the mortality ratios to rise with 
increasing degree of overweight, and the highest ratio, 166.2 per 
cent., was recorded for those 45 per cent. or more overweight. In 
this age group also, this trend was more clearly defined in the 
later insurance years than in the earlier ones. 

At ages 50 and over, the ratios according to weight showed some 
surprising irregularities, but the trend is unmistakably toward a 
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high mortality among obese women. The mortality among the 
overweights was distinctly above that for underweight women as 
a group, and for average weight women. The difference was, on 
the whole, larger with increasing duration of insurance. 


Mortatity ACCORDING TO WEIGHT IN SEPARATE HEIGHT CLASSES 


As might be expected, the curves of mortality according to 
build in the several height classes showed frequent irregularities 
because of the small experience in some groups. On the whole, the 
tendencies were the same in all height groups, but there were some 
exceptions, a few of which are probably significant. 

At all ages combined the advantage of the underweights was 
distinctly greater among the medium height women than among 
other groups. In all height groups the tendency for increasing 
mortality with weight was clearer in the later insurance years than 
in the years immediately after issue. 

At ages under 30 the mortality ratios among short women were 
on an equally high level for underweights and average weights. 
The overweights, particularly those moderately overweight gave 
distinctly better results than the lighter groups. Among tall under- 
weights at these ages, the results were similar. The mortality was 
lowest among those 25 per cent. or more overweight. Among the 
medium height women the curve was irregular, and on the whole 
the underweights did as well as average weight women and a shade 
better than the overweights. The experience in the sixth and later 
insurance years, for medium height women, showed definite im- 
provement in the mortality ratios of the underweights, but in the 
other weight groups the ratios generally showed no improvement 
or increased, and consequently the curve in the late insurance years 
showed a distinct trend toward increasing mortality with weight. 
Among the short and tall women, the material was too scanty to 
give any definite trend with increasing duration of insurance. 

In all the age divisions over 30, the overweights in each height 
group pretty consistently gave the highest mortality ratios and 
underweights the lowest, particularly so in the later insurance 
years of the experience. Further, the more abundant the material, 
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the more clearly defined was this trend, and in some instances there 
was apparent a distinct tendency for the mortality among over- 
weights to increase with the degree of overweight. 


INFLUENCE OF HEIGHT ON MorTALITY 


The Substandard experience is in good accord with the earlier 
study on Standard issues. As Table 3 shows, except at ages under 
30, the tall women had a distinctly better mortality than either 


TABLE 3 


Influence of Height on Mortality of Women. 
Experience on Substandard Issues. 


Per Cent. Actual of Expected Deaths 
By Metropolitan Ordinary Female Mortality Experience, 1922-1936 
(Ungraduated). By Height Groups and by Age Groups at Issue. 
Metropolitan Life Insurance Company, Ordinary Department, 
Issues of 1922-1934, Carried to Anniversary in 1936. 











Per Cent. Actual of Expected Deaths Deaths 
6th and 6th and 
Age; All First 5 later All First 5 later 
Height Group years years years years years years 
All Ages 

Short 150.9 154.3 146.5 655 374 281 

Medium 140.3 141.9 138.2 2,585 1,463 1,122 

Tall 131.8 140.2 121.3 401 238 163 
Under 30, 

Short 142.6 148.2 134.3 125 77 48 

Medium 125.5 128.8 120.6 536 327 209 

Tall 153.0 180.4 110.2 114 82 32 
30-39 

Short 148.2 162.0 130.5 155 95 60 

Medium 149.8 149.7 150.1 758 435 323 

Tall 138.3 152.2 120.0 120 75 45 
40-49 

Short 147.5 159.4 134.4 200 113 87 

Medium 143.0 153.4 131.5 798 451 347 

Tall 119.4 118.1 120.9 106 54 52 
50 and over 

Short 164.8 146.2 189.8 175 89 86 

Medium 140.2 130.1 152.4 493 250 243 

Tall 112-7 92.2 136.9 61 Pais 34 
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the short or medium height women. For the experience as a whole 
their mortality ratio was approximately 10 per cent. lower than 
that for medium height women in the group, and 20 per cent. lower 
than for the short women. At ages under 30, the tall women had 
a quite distinctly higher mortality than either short or medium 
height women. The latter group showed the lowest mortality. At 
all other ages the tall women were distinctly better than the others. 
There was a relatively small difference between medium and 
short women between 30 and 50, but a rather distinct difference 
in favor of the medium height women at ages over 50. The ex- 
perience on tall women was relatively better in the sixth and later 
insurance years than in the earlier period. 

Review of Table 2 shows that, in general, the tall women showed 
the greatest advantage over the other height groups in the under- 
weight and middle weight groups. A distinct exception is the poor 
experience on tall underweights under age 30 at issue. Obese tall 
women showed approximately the same mortality as obese women 
in the shorter height groups. 


COMPARISON OF THE STANDARD AND SUBSTANDARD 


The mortality of these women insured as Substandard risks was 
distinctly higher than that of the Standard risks for the experience 
as a whole and in practically every division, by height and weight 
and age groups. The exceptional cases where the ratios in the two 
departments were essentially alike or in which the Substandard 
were the lower, were, for the most part, groups in which the 
experience in one or both departments was relatively small. More- 
over, in those 15 per cent. or more underweight at the younger ages 
and in those 35 per cent. or more overweight at ages over 30 at 
issue, which are usually rateable on account of weight alone, it was 
found that almost uniformly the mortality ratios in the Substandard 
experience were appreciably higher than in the middle weight groups 
of the Standard experience. The excess mortality was usually not 
less than 20 per cent. for these underweights, and 40 per cent. in 
the case of extreme overweights. 
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CAUSES OF DEATH 


As in the Standard experience, significant and interesting varia- 
tions were found in the mortality by cause between women of 
various weight classes, despite the fact that the generally high level 
of mortality among these Substandard risks tended to obscure some 
results. Many of our findings of last year were confirmed. The 
respiratory diseases, as well as tuberculosis, caused the highest 
mortality among underweights. The diseases of the cardiovascular 
and renal systems were most frequent among overweights, as 
also were diabetes, biliary tract disease and a few other causes. 
For several causes of death no distinct association between build 
and mortality was found. The basic facts for this part of our 
analysis appear in Table 4. This table gives the number of deaths 
from important causes and the ratios of actual to expected deaths 
from these causes, computed on the basis of the death rates in the 
Standard experience reported last year. 

The mortality ratios from tuberculosis were highest among the 
underweights and average weights, but distinctly low among the 
overweights, especially so among the obese. This tendency was 
apparent at every age. The mortality from tuberculosis, as com- 
pared with the Standard risks, was high and the ratios advanced 
sharply with age. 

Influenza and pneumonia together caused a distinctly high mor- 
tality among those 15 per cent. or more underweight, but it was 
also high among those slightly overweight. The general level of 
mortality from these causes was high among the Substandard 
risks. Women 15 per cent. or more underweight had a high mor- 
tality in both age groups at issue, under and over 40, but this was 
true also of some overweights. For lobar pneumonia the variations 
were similar to those for influenza and pneumonia as a whole. 
For influenza separately, the most favorable mortality was among 
women distinctly overweight, but in the other weight groups the 
ratios varied appreciably and the differences were not significant. 
For broncho-pneumonia the mortality was distinctly high among 
women 15 per cent. or more underweight and among the obese. 
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Chronic cardiovascular and renal conditions, which were by far 
the most important numerically, showed a distinct trend in mor- 
tality according to weight. With but unimportant exceptions, there 
is a fairly steady progression from low ratios at the lighter weights 
to maximum ratios at the higher weights. This tendency was 
somewhat more marked among those under age 50 at issue than 
in risks over that age. The general level of mortality from these 
causes was high in this Substandard experience. There were no 
noteworthy exceptions to the trend for the individual diseases in 
the group. 

Acute endocarditis and myocarditis showed no distinct trend 
among overweights, but their mortality was appreciably higher than 
that for underweights. The mortality from this cause was on a 
much higher level among the Substandard women than among the 
Standard. 

Cancer, on the whole, showed no distinct variation in mortality 
according to weight. As for the individual sites segregated for 
study, only cancer of the liver and gall bladder showed a distinct 
trend, namely, a high mortality among overweights, as compared 
with average and underweight women as a group. The mortality 
from cancer among Substandard women was on the same level 
as in the Standard experience. 

Benign tumors of the uterus showed a distinct tendency to in- 
crease in frequency with weight. Obese women had a mortality 
double that for underweight and average weight women combined. 


For diabetes there was the usual incidence of a heavy mortality 
among the extreme overweights and a very low mortality among 
women of average weight or less. Because of the relatively small 
number of deaths in some of the groups, the trend among the over- 
weights was not as clear-cut as expected, but the highest rates were 
recorded among the obese. The general level of mortality from 
diabetes was high among the Substandard women, as compared 
with the Standard, especially for those moderately overweight. 

Diseases of the gall bladder and biliary passages, particularly 
gallstones, showed a distinct tendency to increase with weight. For 
biliary tract diseases the tendency was somewhat more marked at 
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ages under 40 at issue than at the older ages. Cirrhosis of the 
liver also caused a high mortality among overweights, as compared 
with underweight and average weight women. Appendicitis like- 
wise showed a distinct tendency for a higher mortality among 
overweight women than among those of lighter build. Intestinal 
obstruction showed no trend according to weight. The level of 
mortality from these conditions is generally much higher among 
women insured in the Substandard branch than in the Standard. 

Puerperal diseases showed a rather irregular trend of mortality 
according to weight but, on the whole, the mortality was more 
favorable for underweights than for average weight or overweight 
women, and the overweight women fared worse than those of 
average weight. Within the overweight group, however, there 
was no distinct tendency. The trend was more marked among 
women under 30 at issue than among those between 30 and 39 at 
issue. Data for the individual conditions in the puerperal group 
throw no clear light on the reasons for these differences. One 
must be conservative in interpreting the above results, however, 
because these ratios are based upon death rates and not upon the 
births among women in the several weight groups. 

Pelvic disease in women showed a distinct tendency to rise with 
increasing weight. The underweight and average weight women 
as a group had a mortality less than that of the overweight women, 
and the mortality among the obese was appreciably higher than 
among those moderately overweight. 

The mortality from toxic goiter showed no distinct tendency 
according to weight. The general level of mortality was distinctly 
high, as compared with the Standard experience. 

For accidental causes the curve of mortality according to weight 
was distinctly irregular. The most notable feature was the high 
level of mortality for women insured as Substandard risks, as com- 
pared with the Standard. The mortality from suicide also showed 
no distinct tendency according to weight. 


SUMMARY AND CONCLUSIONS 


1. Analysis has been made of the mortality of women insured 
in the Substandard branch of the Metropolitan Life Insurance 
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Company. The study was based on 121,248 policies on female 
lives, excluding all those rateable or borderline because of medical 
history, occupation and other reasons, as well as those insured for 
small amounts. While women who were appreciably underweight 
or overweight predominated in this experience after these exclu- 
sions were made, there were still a large number of women of 
normal build whose mortality was high because of factors which 
may be summed up under the heading of “grade”. The average 
height of women in the Substandard group was somewhat lower 
than of those insured under Standard policies. 

2. The general level of mortality among these women in our 
Substandard experience was distinctly higher than the Standard. 

3. Except at the younger ages at issue, the trend of mortality 
according to weight was definitely toward a progression from a 
low mortality among underweights to a high mortality among the 
obese. This trend was, for the most part, increasingly distinct as 
the period since issue of the policy lengthened. For women under 
age 30 at issue the underweights had a somewhat higher mortality 
than the overweight group as a whole, but even at these ages of 
issue, the tendency was in the same direction as at the older ages 
with increasing duration of insurance. 

4. This tendency prevailed in the separate height classes with 
few important exceptions. 

5. The general tendencies were, however, less distinct than 
expected partly because of the small size of some of the groups 
available for study, but also because the factor of “grade” is 
relatively more important in the middle weight groups than in the 
extreme groups. 

6. Tall women, except at ages under 30, had a lower mortality 
than those of medium or short height. Their superiority to the 
other height groups did not extend to the obese, who, in all height 
groups, had approximately the same mortality, nor to tall young 
underweights whose mortality was higher than that of other young 
risks. 

7. Overweight women showed characteristically high death rates 
from chronic degenerative disease of the circulatory system and 
kidneys, from diabetes, from most surgical diseases, particularly 
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biliary tract disease, uterine tumors, pelvic disease and appendicitis, 
diseases of childbearing, as a whole, and hepatic disease. Under- 
weights suffered a high mortality from tuberculosis and pneumonia. 
No definite trend of mortality, according to weight, was discernible 
for cancer, accidents or suicide. 

On the whole the analysis of our Substandard experience on 
women, classified according to build, has afforded no real surprises 
except that the effect of “grade” on the results has been rather 
larger than we expected, and tended to form a plateau of high 
mortality irrespective of build. This year’s study, together with 
last year’s on our women insured under Standard policies, gives a 
fairly well-rounded picture of the situation. It is clear that over- 
weight in women, as well as in men, is unfavorable to longevity, 
and this bad effect is pretty much in direct proportion to the degree 
of overweight. The relative flatness of the curves, however, may 
also indicate that the excess mortality associated with overweight 
is not as great in women as in men. The Standard experience also 
gave some evidence pointing to this conclusion. The Substandard 
experience also confirms our observation of last year that tall 
women, except at the younger ages, have a lower mortality than 
shorter women. We repeat, however, what we said last year that 
this result is probably not an attribute of tallness as such, but that 
the tall group, as a whole, has a more favorable social, economic 
and racial composition. 

Diseases responsible for the excess mortality of overweight 
women constitute a familiar group. The extra weight carried by 
these women eventually causes premature breakdown of the cir- 
culatory system; it makes them easy prey to diabetes and all diseases 
affecting the liver and gall bladder. The mortality for most surgical 
conditions is high among them, but it is likely that for certain of 
these conditions, at least, this is due to a higher incidence of such 
conditions than to a higher operative mortality, for obesity is an 
unfavorable factor in surgical results. Underweights run greater 
risks chiefly from tuberculosis and, to some extent, from pneumonia, 
but the extra mortality from these diseases is far outweighed by 
their low mortality from degenerative and metabolic diseases. 
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Dr. ScHotz—Thank you, Dr. Dublin. Because of conditions 
beyond my control, it was not possible to include the names of Mr. 
Pearce Shepherd and Dr. Frost, who were to discuss this thesis. 
My excuses to them for the omission and my apologies to you. 

During the 1937 meeting of our Association Mr. Shepherd was 
co-author with Dr. MacKenzie of a very valuable study—“The 
Significance of Past Hypertension in Applicants Later Presenting 
Normal Average Blood Pressures”, and in the same year he made 
a most interesting contribution to the Medical Section of the 
American Life Convention, the subject, “An Analysis of Over- 
weight Mortality”. 

I know you all join me in welcoming Mr. Shepherd as a discussant 
of Dr. Dublin’s and Mr. Marks’ thesis, and that the discussion will 
hold your interest and study after our volume is published. 


Mr. SHEPHERD—We are grateful to the authors of this paper 
for the second installment of their very interesting investigation 
into the mortality of women according to build. 

In both their standard and substandard groups the authors 
found evidence that “the excess mortality associated with over- 
weight is not as great in women as in men”. That is a very sig- 
nificant finding and the one with which my discussion is most con- 
cerned. 

Unfortunately the authors did not have a study of male mortality 
by build covering a comparable block of business with which to 
compare their female mortality but were forced to make their com- 
parison on the basis of earlier build studies of male lives. 

Some time ago I made some analysis of all the overweight mor- 
tality studies I could find. For one thing, I compared the effect 
of overweight on mortality as revealed in the Medical Impairment 
Study (1929) with the ratings indicated as necessary by the usual 
Medico-Actuarial build tables. 

My comparison indicated that young overweights had given a 
higher mortality than we might have expected, while the older 
overweights had given a slightly lower mortality than we might 
have expected from our build ratings. I believe there is some evi- 
dence in the authors’ material of this same feature, namely that 
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young overweights have not been, comparatively speaking, as good 
as the older overweights. 

These features, to my mind, are explainable as the reaction from 
the results of the Medical Actuarial Study. After it was revealed 
that young overweights were good risks, the tendency was for 
underwriters to become liberal in such cases, while the fact that 
older overweights were revealed as definitely substandard risks 
had the effect of making underwriters more cautious in accepting 
such cases. If this explanation is reasonable, we have an illus- 
tration of the effect of mortality studies on subsequent mortality. 
It illustrates the danger in studying the effect of a single factor 
on a group carefully selected from all angles and assuming that 
the effect of that single factor will be the same even if less attention 
is paid to the many other factors, tangible and intangible, which 
enter into practical underwriting. 

I emphasize this point because I think there is an element of 
danger in attributing the results of Dr. Dublin’s analysis to build 
alone. This danger has not been overlooked by the authors, but 
cannot be emphasized too much. I refer, of course, to the fact 
that the authors have found it impossible to exclude from their 
substandard study cases rated wholly or partly because of that 
indefinable thing we call “grade”. 

Unquestionably the inclusion of these grade cases is largely re- 
sponsible for the flatness of their mortality curve—the lack of 
progression from lower to higher ratios as the degree of over- 
weight becomes more pronounced. 

The same tendency to flatness was noted in their standard group 
last year, although the standard data did not extend far enough 
into the really overweight classes to give us a complete picture of 
the curve. Is it not likely that part at least of this flatness of the 
mortality curve in the standard group is due to the inclusion of a 
certain element of “grade”? Putting it another way, does not 
careful selection of borderline overweights tend to lower the mor- 
tality on those cases and the acceptance of minor blemishes be- 
cause the weight is normal, tend to raise the mortality of the average 
weight groups? These tendencies naturally result ‘in flatness. 
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It would be extremely interesting if the authors could study the 
male mortality corresponding to this female group and see if the 
same features are present. 

There are two minor points which I would like to mention 
briefly. 

The authors warn that the better mortality shown by tall women 
cannot necessarily be attributed to tallness in itself since it is 
quite possible that tall women represent a better group from the 
social and economic standpoint. This statement can be substanti- 
ated by some of their figures. For example, if we take those who 
are not more than 14% overweight and not more than 25% over- 
weight (the group which we would normally consider acceptable 
on the basis of build alone), we find that among short women 21% 
were rated substandard, among the middle-weight group 16% were 
rated substandard, while among the tall women less than 14% 
were rated. There thus appears to be a substantial correlation be- 
tween height and grade. 

An analysis of the substandard mortality in this middle-weight 
group indicates that grade mortality apparently decreases with 
duration. The ratios for policy years 6 and over are in nearly 
every case much lower than the aggregate ratios or the ratios for 
the first five years. The one exception occurs in cases issued at 
ages 50 and over where there is some increase in mortality with 
duration. I am inclined to think that this may be due to inaccurate 
information regarding ages as well as some of the other factors 
which we include under the general heading of grade. 

We are very much indebted to the authors for their very pains- 
taking and thorough analysis of this material. 


Dr. ScHotz—You all know that sterling character, our Vice- 
President, Harold M. Frost, M. D., Medical Director of the New 
England Mutual Life Insurance Company. Dr. Frost has accom- 
plished numerous outstanding things, particularly his development 
of and work with the cardio-respiratory test. 

Because of certain exigencies in connection with the discussion 
of the Dublin-Marks thesis, Dr. Frost was given very little time 
in which to work up his discussion, but he has nevertheless produced 
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one which is very much worthwhile. I am deeply indebted to him, 
and I know you will enjoy hearing his discussion. 


Dr. Frost—For some time we have believed that, considering 
male and female policyholders by groups reasonably homogeneous 
except for sex and selected by similar standards, the women would 
have a mortality as good as that of the men, or even better. This 
is well illustrated by the experience of the Mutual Life Insurance 
Company, of New York, as detailed to this Association in 1929 
by Mr. Strong and Dr. Weisse. 

Since its inception, my Company has insured women. From 
1876-1905, the mortality of married and widowed female policy- 
holders was about equal to the Company average; while that of 
the spinsters was definitely lower. From 1906-1917, the mor- 
tality of all female policyholders was materially less than the 
Company average. We have made no analysis of our experience 
with insured women since 1917. We have never investigated the 
variation of their mortality according to build. 

In the last two years, Dr. Dublin and Mr. Marks have pre- 
sented to us two most valuable statistical studies upon the mor- 
tality of women according to build. The first investigation dealt 
with standard issues, of recent date, comprising 329,627 policies 
with 2,015,222 years of exposure and 6,621 deaths. The second 
and present study deals with substandard issues, also of recent 
date, covering 121,248 policies with 661,078 years of life and 
3,641 deaths. 

I agreed to discuss this paper with considerable diffidence. 
I knew that I could present no data from the experience of my 
Company, bearing upon the subject. I recognized the pre-eminence 
of Dr. Dublin and Mr. Marks in statistical analysis ; the scrupulous 
accuracy of their methods; the dependability of their conclusions, 
particularly when based upon so large a mass of carefully selected 
material. The completeness of their work left nothing to be dis- 
cussed from the statistical angle, at least within my ability. I felt, 
however, that a discussion of some of the facts developed or sug- 
gested by their study, conducted from a combined clinical and 
life insurance medical point of view, might be of value. 














Discussion—Mortality of Women 227 


To summarize their results in sweeping terms, the authors have 
demonstrated that the mortality of insured women tends to the 
same fluctuations, in accordance with variations in build, as in the 
case of men, though apparently to a lesser degree; that under- 
weight is a liability at the younger ages, but an asset at older ages; 
that overweight is a distinct liability at the older ages, and even 
at the younger ages, if immoderate; that the most favorable mor- 
tality shifts from the moderate overweights of younger age to the 
moderate underweights of older age. 

They have confirmed the expected correlation of underweight 
and marked overweight with acute diseases of the respiratory 
system; of overweight, with the degenerative diseases, puerperal 
complications and decreased resistance to major surgical proce- 
dures, particularly abdominal. Their study has emphasized the 
importance of careful attention to “grade” in selection. 

First, I will make a few comments as to my idea of the contra- 
distinction of the two terms, obesity and overweight. 

We who have been reared in the country, or are acquainted with 
the life of the farm, are familiar with the distinction between 
the “dairy critter” and the “beef critter”. The one is deliberately 
fostered for the production of fat. To this end it is consigned to 
a relatively sedentary life with an abundance of nutritious food, 
to overweight of fat. The other is developed along lines that will 
produce the maximum of weight in bone and muscle; of beef and 
strength. We are familiar with the importance of breeding, of 
heredity, in the development of these types. 

In the case of human beings also, we are aware of this dis- 
tinction of types. We recognize the overweight primarily due to 
excess of fat, and that which is obviously due to an extraordinary 
combination of bone and muscle. 

So far as I am aware, no investigation of the mortality of 
these two types has ever been made. The data usually obtainable 
from our reports of examinations does not permit of satisfactory 
differentiation. I assume that this has been true in this investi- 
gation by Dr. Dublin and Mr. Marks. I am under the impression 
that in some companies a questionnaire for overweights has been 
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adopted, designed to elicit the information necessary for reason- 
able differentiation. 

Previous investigations of overweight combined with increased 
abdominal girth have represented a step in this direction. Un- 
doubtedly the enlarged, pendulous abdomen is a definite attribute 
of obesity, particularly at the older ages. The markedly increased 
mortality incident to this combination is now an accepted fact. 

It seems to me only sensible that a just selection of overweights 
is to be made only by their separation into at least two groups: The 
obese, and that characterized mainly by a bigness of body which 
falls short of giantism and without known pathological basis. 
When we consider, from our clinical knowledge, the increased 
tendency of the obese to die from certain diseases, and from our 
physiological knowledge, that these diseases are clearly linked to 
an excess deposit of fat, it is hard to believe that the group of 
individuals having big bodies, without abnormal accumulation of 
fat, will show as high a mortality. 

As respects “build” in general, we are familiar with the fact 
that many individuals, some of average weight, others more or 
less under or over average weight, may maintain a practically 
fixed weight for many years, regardless of the amount of food 
they consume or the amount of exercise they take. Many of 
them instinctively increase their exercise whenever their food- 
intake increases ; or instinctively reduce their consumption of food 
whenever their facilities for exercise are diminished. They seem 
to possess an automatic regulatory mechanism for maintaining 
the balance of body weight. On the other hand, a gradual increase 
of fat with increasing age seems to be almost a natural physiologi- 
cal process. 

Obesity, for our purposes, may be considered under three 
classifications or types. In the first type, the accumulation of fat 
is distinctly dependent upon too much food or too little exercise; 
usually to both combined. A very small daily surplus of food 
will result in a gradually increasing fatty deposit. For obvious 
reasons seasonal variations of weight are common. Drastic reduc- 
tion of caloric intake and marked increase in exercise will cause 
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radical reduction of fat. The body fat is easily consumed. The 
metabolic rate remains normal. 

The salient feature of the second type is a generalized fatty 
deposit which is largely independent of the amount of food con- 
sumed or of exercise. The degree of obesity may be entirely un- 
effected by a caloric intake far below the calculated normal. While 
an altered metabolic rate is by no means distinctive, it does seem 
as if there were some obscure metabolic anomaly. The ability to 
burn body fat seems impaired. Whether there is an increased 
tendency for transformation of carbohydrate to fat, or whether 
there is a less potent specific dynamic action of the protein, fat 
and carbohydrate of the food, are matters of conjecture. Whether 
there is a pathological basis remains to be proved. 

With the third type, we find a definite pathological basis. The 
metabolic rate is apt to be lowered. Endocrine disturbance is 
common. The fatty deposit may be generalized, as in the case of 
decreased activity of the gonads, or of thyroid obesity; or it may 
be localized, as in lipomatosis, adiposis dolorosa or dystrophia 
adiposo-genitalis. Variation of caloric intake or of physical exer- 
tion is without effect. 

The determination of the mortalities of these three types, were 
it possible in future years, would be of interest and perhaps of 
practical value in selection. 

This discussion of overweight brings to mind the increasing 
frequency of the use of thyroid extract, not only as an aid in 
oxidizing excess body fat and in maintaining the desired balance, 
but also in the management of hypothyroidism and as an adju- 
vant in overcoming asthenia. Its use seems almost to have become 
a fad with many physicians. They flee to it upon slight pretext. 
In evaluating the hazard involved, we naturally have no life in- 
surance medical experience. Each of us must exercise his own 
judgment, largely upon the basis of his own clinical opinion. 
Personally, I feel that thyroid extract medication in small dosage, 
even if there is evidence of mild hypothyroidism, or when given 
for the correction of asthenia, is of no particular significance from 
the point of view of selection. As yet I am unwilling to recommend 
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for standard insurance in the face of profound hypothyroidism, 
even though controllable by thyroid extract. 

Reverting to the matter of “build”, there are two types of pre- 
sumably healthy underweights which, in my opinion, would give 
radically different mortalities, if we were able to differentiate in 
our selection. 

The first type, the more favorable, which we may call the sthenic 
—the strong and active—is characterized by good muscular de- 
velopment and posture; by increased endurance and resistance 
to disease; by a stable nervous system. The weight remains level 
for long periods of time, unaffected by food or exercise. 

The second type, the asthenic, presents an entirely different 
picture. It is characterized by poor muscular development and 
gives the impression of frailty and even of mild malnutrition. 
Posture is faulty; of lordotic type. Endurance and resistance to 
disease are diminished. The nervous system is unstable. Minor 
digestive disorders are common. I believe that the mortality of 
this group of underweights would be materially higher than that 
of the former type. 

In concluding, I wish to express again my appreciation of the 
splendid contributions of Dr. Dublin and Mr. Marks. In their 
two investigations of the mortality of women according to build 
they have filled a gap in our knowledge, for which we are indebted 
to them, and deeply grateful. 


Dr. ScHotz—Thank you very much, Dr. Frost! 
Dr. Dublin, have you any comments you care to make? 


Dr. DusL1n—Mr. President, if I may suggest it, would you call 
on Mr. Herbert Marks, my colleague, for the closing remarks. 


Dr. ScHotz—Mr. Marks, will you kindly conclude the dis- 
cussion of the thesis? 


Mr. Marxs—It is quite late, gentlemen, and I will be very brief. 
We are very grateful, both Dr. Dublin and I, particularly to Dr. 
Frost because he pinchhitted at the last minute on this discussion. 
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We are pretty well in agreement with both our discussers. We 
would have liked to give you a very nice, clear cut picture, but 
after all, our job as statisticians is to take the material as we find 
it, analyze it and present it and interpret it according to our best 
judgment. 

There are several factors which we would like to have elimi- 
nated, but by the very nature of our material, we cannot do it. 
I would like to be optimistic but I doubt whether in the future our 
material will be any better, because particularly the younger ages, 
with growth of non-medical insurance, and I know that applies less 
to women, the facts that we will get are likely to be less accurate 
and less full than even in the past. 

There is one point in Mr. Shepherd’s discussion that I should 
like to touch on and that is that it was our view that among over- 
weights generally, even at the younger ages, they tended not to 
do so well with the longer durations. That may not have been abso- 
lute but at least relative to the underweights, the women of lighter 
builds have that experience. There was on the whole a tendency 
for all builds to show a better mortality in the later insurance years, 
but that I am inclined to believe is due to the decreasing rigidity 
of selection in women and is not due solely to the home office atti- 
tudes, but agents’ prejudices probably, thinking of the older agents 
who have the older views as to the desirability of women as 
insurance risks. In the cases with longer duration, you probably 
have a larger percentage of what in recent years would be taken 
as standard risks. 

As Dr. Frost has said, our insurance material is not likely to 
enable us to make the distinctions in these various types of over- 
weights. We think that his distinctions are valid. In his third group, 
of course, you will have frequently certain stigmata which mark the 
pathological basis of overweight, and a good many of those would 
be rejected because of these stigmata, but on the whole that is a 
relatively small group in relation to the total number of overweights. 

We do hope that the companies that are making the distinctions 
in the application between the types of overweights, that is, with 
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regard to fat, muscle and so on, will analyze their experience and 


report on it. 
In conclusion, I want to thank you all, and our discussers. 


Dr. ScHotz—Thank you, Mr. Marks! Your and Dr. Dublin’s 
thesis has been the cause of several medical directors with whom 
I have talked, taking that question under serious consideration and 
we will have, I am certain, in the near future more data that is 
worthwhile. The suggestion is very welcome. 


Dr. ScHotz—Most of you have the honor of knowing personally 
Dr. Arthur Hunter, Vice President and Chief Actuary of the New 
York Life Insurance Company. You all know that he, with Dr. 
Rogers, is responsible for the Numerical Rating System, which 
is, in my judgment, the outstanding medico-actuarial contribu- 
tion to life insurance. You are not all cognizant of his interests 
aside from life insurance, which are numerous. He is President 
of the Montclair Art Museum, President of the Burns Society of 
New York, President of the New York Saint Andrews Society 
(quite a Scotchman), has been active in and is an Officer of the 
International Congress of Actuaries, and late this summer received 
from France the Legion of Honor. 

Dr. Hunter graciously joins us to discuss a subject of vital 
interest. I can scarcely describe my pleasure in presenting him. 


* * * * K 


Dr. Hunter then delivered an informal address in which he 
traced the history of insuring underaverage risks and the methods 
of obtaining the relative mortality from statistics in this country. 
He discussed the program of the New York Life Insurance Com- 
pany whereby Dr. Rogers got their original material by following 
the lives of declined applicants. He then dealt with the “numerical 
rating system” quoting from the original memorandum of Decem- 
ber, 1903. It was entitled, “A Scientific Valuation of Lives for 
Insurance” prepared by Dr. Rogers and himself. It outlined the 
method of covering various factors and of combining them. The 
primary object of this method was to have a uniform system in 
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the many branch offices throughout the world, and to eliminate 
the “human element” as far as possible. Dr. Hunter then pro- 
ceeded to appeal for co-operation between our two professions as 
follows :— 

What is the purpose of the Medical Directors and the Actuaries 
in their work of selection? Primarily it is to do justice to the 
applications that come before them. We must, of course try to get 
approximately the mortality the Company desires, but also to treat 
the groups of under average lives in such a manner that they are 
not charged unduly for their impairment. In order to do so we 
must base our action on reliable statistics, principally the experience 
of the life insurance companies. Such data are developed from 
the opinions of the Medical Staff on each case. Accordingly, if 
the classification is not accurate, the actuarial results may be subject 
to criticism. Carelessness or indifference in coding may bring 
conclusions which may not entirely satisfy you but they are essen- 
tially part of the data with which the Actuary must deal. 

My first suggestion, accordingly, is that we co-operate in creating 
conditions which are satisfactory to you and in having each diffi- 
cult case properly classified. An example of what I mean may be 
seen in connection with heart murmurs. Previous to 1925 there 
were four classifications which were raised to seventeen in that 
year, although nowadays two or three of them may be combined 
with others in studies. In the last investigation by the Joint 
Committee we found that one Company had a considerable amount 
of material in the group of inconstant systolic apex murmurs not 
transmitted, while another large company had practically none. 
Again one company had a goodly amount of data in the group of 
basic systolic murmurs in the pulmonic area, not transmitted, while 
another company of similar size had no such material. Evidently 
the Medical Staffs did not agree with regard to these classifications. 

Another subject on which I would like to say a few words is 
Blood Pressure. There does not appear to be uniformity in taking 
the blood pressure, as indicated by the recent article in the Ameri- 
can Heart Journal, but on the average the results do not appear 
to be widely apart on the large number of cases which come before 
us. Recently I obtained from three companies a record of 10,000 








234 Forty-ninth Annual Meeting 


cases of blood pressure readings on “standard” risks. For both sys- 
tolic and diastolic the average readings at each age group did not 
differ by more than 1 mm. It is probable that the great majority 
came within +5 to —5 of the average, although there may have 
been marked variations in individual cases but these represent a 
small portion of the total. I do not mean to imply that there should 
not be a uniform method of taking the blood pressure but I ques- 
tion whether there is any serious criticism which can be maintained 
against the mortality results under cases issued within the last 
few years. Undoubtedly some medical examiners will take the 
fourth phase on the diastolic, although the Company’s instructions 
are to take the fifth phase. Accordingly, the only safe way is to 
take both phases, which show an average difference of slightly 
over 5 mm. in our Company. 

In connection with blood pressure, however, there is a serious 
question as to what should be recorded for mortality studies when 
there are two or more readings which differ substantially. For 
example, if the systolic were 180, 140 and 160 mm. should an 
average of 160 mm. be taken, or the average of the two highest, 
170 mm? If there were a history of high blood pressure two 
years ago which is now only slightly above average should the 
earlier history be used in the rating of the risk? It is necessary 
to answer these questions through the co-operation of Medical 
Directors and Actuaries in order that more accurate deductions 
may be made from the studies compiled by the principal companies. 

Let me repeat what I said to you several vears ago in connection 
with blood pressure. As we know that the best mortality is found 
among those with readings from five to fifteen points below the 
average systolic, should we not think in terms of the most favorable 
rather than the average blood pressure? If the systolic were 
twenty millimeters above the average should we not think of the 
individual as having a reading of 30 millimeters above the point 
of lowest mortality? 

The first actuarial studies showed that there was a decidedly 
high mortality among persons with a systolic of 25, 30 or 35 mm. 
above the average for the age and there was skepticism among 
many of the medical profession who did not think that there was 
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any clinical reason for such results. Analyses showed that this 
higher mortality was partly due to the inclusion of cases with a 
history of cardio-vascular renal impairments. When these were 
omitted, there was still a markedly high mortality. My object in 
bringing this to your attention is that there are other classes where 
a minor impairment has not been considered of significance but 
which might prove to be of importance in connection with the 
larger impairment in question. That is one of the lines in which 
there may be co-operation between the two professions, but it 
involves a good deal of work and responsibility on the part of the 
Medical Staff in reviewing the original papers. 

There is another way in which we may co-operate but one in- 
volving a great deal of labor on your part. When a mortality in- 
vestigation is made the results are usually obtained in accordance 
with the classification at the time the policy was issued. Additional 
information could be obtained if the original findings were reviewed 
and the cases recoded according to our present methods and 
knowledge. We would then have the mortality in the group accord- 
ing to the original and present classifications, the latter taking 
account of our increasing knowledge from the medical standpoint. 

At the present time a number of hospitals, in addition to indi- 
vidual physicians, are trying to determine their mortality under 
various conditions. They face two difficulties, first their inability 
to trace many of their patients and second their lack of knowledge 
of actuarial and statistical studies. We can help them in both of 
these regards and should do so whenever the opportunity occurs. 

In conclusion may I remind you that we should pursue our co- 
operation in a scientific spirit, trying to substitute demonstrations 
for impressions and facts for appearances. 


Dr. ScHotz—One of the keynotes of Dr. Hunter’s splendid 
address was cooperation between Actuaries and Medical Directors. 
One of my principal thoughts in connection with these meetings was 
the emphasizing of cooperation between clinical medicine and life 
insurance medicine. Perhaps the definition of the word cooperation 
should be stressed. To me cooperation indicates a close relation- 
ship; the conceding of some controversial points; a harmonious 
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working together; liberality in yielding positions or viewpoints; 
concurrent efforts to labor ; joint operation. 

I pledge to you, Dr. Hunter, for this Association, an even closer 
cooperation in the future than that very pleasant and profitable 
cooperation which the Actuarial Society and the Medical Directors 
Association have enjoyed in the years past. 

oes + oe * 


Dr. ScHotz—Overweights, from a mortality-bearing stand- 
point, have held our interest for many years, and the same state- 
ment holds true of glycosurics. Clinical medicine has a conception 
of the importance of the longevity effect of overweight plus glyco- 
suria, and quite a number of small groups have been studied by 
various individuals. Dr. Harry J. Johnson, Medical Director of 
the Life Extension Examiners, in my office one day, told me of 
their research of 541 individuals who were overweight of whom 
they made blood sugar studies, and of their control of this study. 
This is the largest group of individuals I know of that has been 
studied this way, and I was most anxious to obtain these data for 
their possible application to selection of overweight individuals 
with a history or present condition of glycosuria, and to have the 
benefit of their findings in supposedly normal overweights as far 
as blood sugars are concerned. 

Dr. James J. Short and Dr. Johnson collaborated in this work. 
Both have almost innumerable hospital appointments. I shall not 
attempt to mention them all. Dr. Johnson is Chief of the Diabetic 
Clinic, French Hospital; Assistant Attending Physician at the 
New York Post-Graduate Medical School and Hospital, Columbia 
University; and Assistant Attending Physician, Department of 
Correction Hospitals. Dr. Short is Associate Professor of Medi- 
cine, New York Post-Graduate Medical School; Chief of the 
Metabolic Clinic, New York Post-Graduate Hospital; has other 
excellent hospital appointments and connections; and is Director 
of Laboratories and Research, Life Extension Examiners. 

The data Drs. Short and Johnson present are very interesting, 
and we are indeed fortunate in having the benefit of their research 
of this group. 
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GLUCOSE TOLERANCE IN RELATION TO 
WEIGHT AND AGE 


A STUDY OF 541 CASES* 

By JaMEs J. Suort, M. D., F. A. C. P. 
Research Director, Life Extension Examiners, and 
Harry J. Jonnson, M. D., F. A. C. P. 
Medical Director, Life Extension Examiners 


About six years ago the authors began a routine study of over- 
weight cases to include the glucose tolerance test. This revealed 
a frequent incidence of impairment. Because of conflicting re- 
ports in the literature on this point and the absence of adequate data 
for final conclusions, an analysis of these findings was recently 
undertaken. The study was later expanded to include a series of 
normal weight individuals of various ages for purposes of com- 
parison. The present report concerns a total of 541 cases, com- 
posed of 132 normal weight and 409 overweight cases. Individuals 
with known or frank diabetes and those having had persistent 
glycosuria were eliminated. Since age, overnutrition, degree and 
duration of overweight may all be factors in the causation of im- 
paired glucose tolerance, an attempt to determine the relative im- 
portance of these factors has been made. 


METHODS 


Glucose tolerance tests were performed upon the subjects in the 
post-absorptive state by the giving of 100 grams of glucose in 50 
per cent. solution. Venous blood was collected “fasting” and at 
one-half hour, one, and two hours after glucose ingestion. Blood 
sugars were done by the method of Benedict! and urine sugars 
by that of Sumner?. 

Several criteria of glucose tolerance impairment are in current 
use, such as the peak of the blood sugar curve, the degree of 





*From the Records of the Life Extension Institute, 25 West Forty-third Street, New 
York, New York. 
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glycosuria, and the height of the two-hour blood sugar. Upon the 
advice of Mosenthal®: * we selected the two-hour sugar value and 
considered 120 mg or more as evidence of impairment and less 
than 120 mg as within normal limits. Although not all may agree 
with the wisdom of this method, we believe that it compares favor- 
ably with other methods in current use. No method is entirely 
free from objections, and interpretations of curves are admittedly 
difficult. 


FINDINGS 


Chart I is a scatter diagram showing the distribution of the 
final (two-hour) blood sugar values with relation to age. Both 
normal and overweight groups are included here without differen- 
tiation. It will be noted that there was a general increase in the 
relative number having values over 120 mg for each decade over 
age twenty. For each of four decades from ages 20 to 59 the 
percentages are fairly constant with only a slight upward trend from 
16.8 per cent. to 21.4 per cent., but above age 60 there is a sharp 
rise to 34.8 per cent. A condensed presentation of these same 
data is given in Chart II. It will be noted that, in the normal 
weight group, there were no impairments between 20 and 29, a 
general average of between 11 and 17 per cent. for each for the en- 
suing three decades, and an average of 20 per cent. for all cases 
over 60. In marked contrast there is, in the overweight group, an 
average impairment of from 21 to 25 per cent. for each decade 
from 20 to 59 with a sharp rise to over 46 per cent in those over 
60. In this connection it should be noted that the average weight 
was essentially the same for each decade in each of the two 
weight groups. 

Chart III shows the distribution of final blood sugar values 
for each case with relation to weight. The underweight group 
showed 8.9 per cent. impairment, the overweight, generally, an 
increase which became most marked in those 20 per cent. or more 
overweight. In the 40 to 49 per cent. overweight group the average 
incidence of impairment rose to 35.9 per cent. and in those 50 per 
cent. or more overweight to 39.2 per cent. This percentage inci- 
dence of impairment is summarized in a line graph in Chart IV. 
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In this chart the smallest group averaged consisted of 51 cases. 
The average ages for the groups were comparable, with a maximum 
variation of 3.6 years. 

Chart V shows average fasting and two-hour blood sugar 
values for the entire series with relation to weight, expressed for 
each weight group of 10 per cent. above or below the calculated 
normal. There was essentially no change in the average fasting 
blood sugars with increasing weight, which bears out the general 
conclusion that dependence upon fasting blood sugars for the de- 
tection of impaired tolerance is frequently misleading. In marked 
contrast to the fasting values are those for the two-hour period. 
Here a progressive average increase was present for each 10 per 
cent. rise in weight from normal to over 60 per cent. above normal. 
The highest average two-hour value noted was 117 mg in the group 
of 51 cases which showed an average increase of weight of over 
60 per cent. (Although all two-hour values in this chart are below 
the dividing line of 120 mg, it must be remembered that these are 
average figures and that many individual cases were above 120 mg, 
as previously expressed in Chart IV.) A somewhat more con- 
ventional method of portraying these data is seen in Chart VI. 

Average fasting and two-hour sugar values for the normal and 
overweight groups are plotted separately with relation to age in 
Chart VII. Here the average fasting values for both groups were 
close together for each of the five decades from ages 20 to 70, but, 
in general, with a slight upward trend more accentuated in the 
final decade. The two-hour values for the normal weight cases 
remained close to the fasting values for the first three decades. 
Thereafter it rose sharply from 94 mg to approximately 103 mg 
for the last two age groups. 

Average two-hour values for the overweight group stand in 
striking contrast throughout the entire age period. In the first 
decade from ages 20 to 29, the line begins at 105 mg in contrast 
to 91 mg. It remains the same for the next decade and then 
climbs steadily to 108, 111, and 118 mg for the last three age 
periods. In each age group, the average degree of overweight 
was between 29.3 and 34.3 per cent., a maximum difference of only 
5 per cent., so that we believe the relationship to age is fairly repre- 
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sented, that is, not biased by weight fluctuations. The conclusion 
to be drawn from this chart is that among the normal weights age 
became a factor in causing impaired tolerance only after age 50 
and even then its influence was relatively slight, while, among 
overweights, the influence of advancing years was much more 
definite, progressive, and pronounced. 

We desired to ascertain whether or not, on the average, there 
was any striking difference in the average type of curve in cases 
of impaired tolerance at different degrees of overweight. Chart 
VIII shows that the curves were remarkably parallel and that there 
was no relationship between the height of the curve and the degree 
of overweight. For instance, it will be noted that the lowest curve 
was in the group between 50 to 59 per cent. overweight, whereas 
next to the highest curve was in the lowest group of 10 to 19 per 
cent. overweight. All curves, however, show unmistakable evidence 
of impairment. 

Table I presents a contrast between the overweight and normal 
weight groups as to incidence of impairment and average two- 
hour blood sugars. The age groups were almost identical. There 








TABLE I. 
AVERAGE % % AVERAGE | AVERAGE 
NQ |] UNDER OR “a WITH FASTING 2- HOUR 
OVERWEIGHT IMPAIRMENT} SUGAR SUGAR 
OVERWEIGHT 409 +31.9 43.7 24.9 92.1 107.9 
NORMAL WEIGHT | 132 - 0.6 44.5 12.9 93.6 97.5 





























was an average difference in weight of 32.5 per cent. between the 
two groups. With this degree of overweight, there was almost a 
doubling in the incidence of impairment. 

Table II shows normal weight and overweight cases with respect 
to the two-hour blood sugar levels. They are classified into a group 
showing less than 100 mg, a second group showing 100 to 119 mg, 
and a third group having values of 120 mg or more. From the 
first to the last groups, it should be noted that there was a pro- 
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TABLE II. 





OVERWEIGHT NORMAL WEIGHT 
TWO HOUR SUGAR 





AGE | % OVERWEIGHT AGE |% UNDER OR OVERWEIGHT 





LESS THAN 100 MG 42.6 27.9 42.7 -O.1 
100 - 119 MG 44.5 32.1 46.1 Zot 
120 MG OR MORE 44.8 37.9 46.8 +2.4 























gressive increase in the degree of overweight from 27.9 per 
cent. to 37.9 per cent. with an average change of only 2.2 years in 
the ages. In contrast, there was, in the normal weight group, a 
maximum change of 6.1 years. 


CoMMENT 


From the foregoing data it seems fair to conclude that, when 
combined, age and weight are both potent factors in the produc- 
tion of glucose tolerance impairment, but that age alone, without 
excess weight, has an effect which is relatively insignificant. Con- 
trary to the conclusions of Ogilvie’, the degree of overweight 
bore a direct relationship to the incidence of impairment. Both 
age and degree of overweight obviously are related to the dura- 
tion of obesity. From this study it appears very probable that 
Ogilvie is correct in his conclusion that duration is an all-important 
factor. A study now in progress will shed more light on this 
question. 

Our results and conclusions are obviously the direct antithesis 
of those of Tyner® when he states that “Obesity does not produce 
an increased incidence . . . of prediabetes”. From unreported 
data at the Obesity Clinic of the New York Post-Graduate Hos- 
pital in many hundreds of cases, and from those of the present 
study, indications are quite the contrary. Deren’, in a study of 50 
cases, concluded that there was an increased incidence of glucose 
tolerance impairment in the latter years of life, but, unfortunately, 
made no attempt to evaluate the important factor of overweight. 
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Embleton§, in a recent paper, recognized obesity as a prediabetic 
condition. In a study of 500 obese cases he reported that 73 per 
cent. of the males and 35 per cent. of the females had elevated 
glucose tolerance curves. He states that if the “symptomless or 
prediabetic state could be recognized, it would constitute the best 
material on which to test the effect of treatment directed towards 
improving the diabetic syndrome”. In the authors’ opinion all 
cases of obesity should be regarded as potentially diabetic and 
glucose tolerance tests done routinely in order to recognize the 
prediabetic state. In a study of 1000 diabetics, Joslin® reported 
that 77 per cent. were overweight at inception. In another study 
of 4596 cases, 78.5 per cent. of the males and 83.3 per cent. of 
the females were overweight prior to onset. Of these, over one- 
half of the men and 60 per cent. of the women were 20 per cent. 
or more overweight at their maximum. 


ADDENDUM 


A supplementary study of the duration of overweight as a factor 
in producing impairment of glucose tolerance has recently been 
made by questionnaire on 108 cases of this series and is presented 
in Tables III and IV. In Table III the percentage incidence of 








TABLE III. 
VEARS OF NUMBER AVERAGE -| AVERAGE PER CENT PER CENT INCIDENCE 
OVERWEIGHT OF CASES AGE OVERWEIGHT OF IMPAIRMENT 
Oo-4 7 36.4 23.3 0.0 
5-44 44 43.3 25.9 16.3 
15-24 34 48.4 35.4 26.5 
25 OR MORE 23 51.2 32.1! 30.4 




















PERCENTAGE INCIDENCE OF GLUCOSE TOLERANCE IMPAIRMENT 
IN RELATION TO DURATION OF OVERWEIGHT 


glucose tolerance impairment is presented in groups for the periods 
of the duration of obesity of 0-4 years, 5-14 years, 15-24 years, 
and 25 or more years. It will be noted that there was progressively 
an increased incidence of impairment for each group with increased 
duration of overweight. However, the picture is complicated by a 
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progressive average increase in age and also by an increased per- 
centage of overweight for the first three groups. There was, 
however, a slight diminution of weight for those in the last group. 

In Table IV the cases are divided into three groups, those having 
final blood sugars of 120 mg or more (classed as definitely im- 
paired), those having final sugars of 100-119, and those having 








TABLE IV. 

TWO - HOUR NUMBER AVERAGE AVERAGE PER CENT AVERAGE NUMBER 
SUGAR OF CASES AGE OVERWEIGHT YEARS OVERWEIGHT 
#20¢ 24 47.7 35.1 22.0 

100-119 40 47.3 32.7 16.2 

UNDER 100 a 44.6 25.3 18.3 























RELATIONSHIP BETWEEN TWO-HOUR BLOOD SUGAR VALUES 
AND DURATION OF OVERWEIGHT 


less than 100. The first two groups are comparable as to average 
age and average percentage of overweight. It will be noted that 
the average duration of overweight for those with impaired tolerance 
was 22 years, for those in the middle group, 16.2 years, and for 
those in the third group, 18.3 years. 

We feel that these further results are suggestive, but not con- 
clusive, that duration of overweight is an important factor in 
bringing about diminished glucose tolerance. 


CONCLUSIONS 


1. Age alone had only a slight effect on the incidence of impaired 
glucose tolerance. This was most noticeable from the seventh 
decade onward, but scarcely evident before age 60. 

2. There was an unmistakable correlation between the degree 
of overweight and the incidence of impaired glucose tolerance, 
irrespective of age. 

3. A combination of old age and overweight accentuates the 
incidence of diminished glucose tolerance, i.e., the two factors 
combined have a more decided influence than either alone. 
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4. It is probable that the duration of overweight determines 
the incidence of impaired tolerance. This factor is directly related 
to age and degree of overweight. 

5. For the practical purpose of insurance underwriting, it should 
be noted that our overweight series carried an incidence of im- 
paired tolerance of from 22 to 25 per cent. until age 60, after 
which the incidence advanced sharply to over 46 per cent. 
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Dr. ScHo.z—Few men in this world have accomplished so much 
for humanity as has Dr. Joslin, who has the homage and respect 
of physicians not only of the United States, but of the world. From 
the beginning of his studies of diabetes the Doctor has been 
intensely interested in overweights from a glycosuric or diabetic 
standpoint. He has just recently returned from a European trip, 
which entailed some lectures to outstanding specialists in metabolic 
diseases. Dr. Joslin has been most gracious in coming to give us 
some of his timely thoughts on the disease which is so important 
from our selection standpoint. We are delighted that you are with 
us, Doctor, and you have our attention. 


Dr. Josttn—The paper of Dr. Short and Dr. Johnson is a timely 
and valuable contribution to our knowledge of diabetes and, spe- 
cifically, to its early treatment. 
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The two aims which I keep before my eyes today in diabetes 
are: to discover new cases, primarily by urging diabetic patients 
themselves to make, or have made, tests of urine and blood of all 
the members of their families and, second, to warn their relatives 
against obesity, the one predisposing factor to diabetes which they 
can control. The experiences of life insurance companies, Naunyn, 
and other clinicians have taught us all that the diabetic case dis- 
covered early and treated aggressively does the best and, con- 
sequently, now that our methods of treatment are so good, we 
must concentrate on discovery and treatment of these cases early. 

Protamine insulin has contributed three elements to the welfare 
of diabetics. It has encouraged more of them to take insulin and 
thus bring their disease promptly under good control, and not in 
the wearying way diet alone often involves. It has made them 
feel independent of their disease and able to take their place in 
society. And last of all, it has brought about a better control of 
the disease itself, and thereby rendered the individual less liable to 
complications. We have a new avenue for treating diabetes, and 
now the whole point is to use it. 

Therefore, the endeavors of Dr. Short and Dr. Johnson to 
discover diabetes in a predisposed group is exactly what is needed. 
The results which they have acquired will stimulate us all to 
repeat their tests among all those similar individuals who come 
under our observation. 

The diagnosis of diabetes with a glucose tolerance test is often 
difficult and frequently most unsatisfactory and when I say occa- 
sionally I hate to make a diagnosis of diabetes from a glucose 
tolerance test, I am not expressing myself too strongly. The very 
fact that in 20 per cent. of the normal group for all cases over 60 
years of age there was an impairment of sugar tolerance is dis- 
turbing. It reminds one, however, of the frequency Gellerstedt 
in Upsala has recently reported hyaline degeneration, for which 
he has changed the name to para-amyloid, of the islands of Langer- 
hans in old people. 

I wonder if the writers were sure in all their normal cases that 
infections and such other conditions as arthritis, cancer, disease 
of the liver and endocrine disturbances were excluded in the selec- 
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tion of this group. Incidentally may I add that now we always 
take the body temperature at the beginning and end of a sugar 
tolerance test. 

As you are aware from the report of the combined exhibit of 
the Metropolitan Life Insurance Company and the George F. 
Baker Clinic a non-diabetic melituria constitutes the diagnosis of 
14 per cent. of all patients consulting me for diabetes. Upon follow- 
ing those of this group adequately studied when first seen only 
6.3 per cent. later developed true diabetes. 

No method of diagnosis by the glucose tolerance test is perfect. 
All agree that we cannot depend upon the fasting blood sugar, 
and the authors’ paper confirms that, because so many early cases, 
particularly in children, would be overlooked. It would be of 
great interest to many of us if Dr. Short and Dr. Johnson would 
utilize their unpublished analyses and introduce in the article, 
even without discussion, comparable charts showing how the re- 
sults would have come out if they had based their work on the 
peak of blood sugar at one-half hour or one hour and also in 
another series what their interpretations would have been if made 
on glycosuria alone. I have no fault to find with the method they 
have employed of diagnosing diabetes or rather an impairment of 
sugar tolerance from a blood sugar of 120 mg. per 100 cc. at the 
end of two hours, although we use as criteria a blood sugar test of 
170 milligrams per 100 cc. together with the presence of glycosuria 
in order to make a diagnosis. Since they have all these analyses, 
it would be a real help to those of us who are using other methods 
if they would report them a little more fully than in Chart VIII 
which suggests to me that a considerable and by no means negligi- 
ble number of their cases in all the overweight groups actually had 
diabetes. 

What we need most of all is a method by which we can find 
out who are to develop diabetes, long before the actual disease 
itself has appeared. A few injections of anterior pituitary extract, 
as demonstrated by Young, will cause experimental diabetes in 
dogs, and the disease persists after the injections have been stopped. 
In the human, how can we find out what changes in pituitary 
secretion are liable to take place which later will bring on diabetes? 
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This is the problem upon which we should concentrate our en- 
deavors, rather than to seek to detect the disease after it is un fait 
accompli. 

Just as a sudden gain in weight precedes diabetes, so, too, I 
think a sudden loss of weight might be disadvantageous, because 
then the patient really is living on a low carbohydrate-high fat 
diet which temporarily, all of us know, might lower his tolerance. 
Those individuals in the community who are predisposed to gain 
weight rather rapidly along with the reduction of exercise should 
be contacted, advised and protected, and is this not a problem 
for Medical Directors of insurance companies? To be specific, 
I think you gentlemen should communicate with the Medical Di- 
rectors of railroads and ask them to warn their employees, who 
advance from positions with considerable physical work to office 
desks, not to gain weight. The same applies still more strongly 
to promotions in police departments. In Germany the diabetic 
death rate stands next to that of the United States where it is the 
highest. I am wondering whether the German plan of having 
three years of strenuous work, the one in work service, and the 
other two in the army, may not result in an increased number of 
diabetics, because later on, when these same individuals are trans- 
ferred to less strenuous occupations they might show marked 
gains in weight. This is a subject for proof, but I have not seen 
any German statistics giving the weights of men in the Army and 
at specific intervals of one or more years following their discharge 
to civil life. Incidentally I would like to see figures showing the 
average weights in Germany, and in some other countries as well, 
for different ages. Undoubtedly these are available but have not 
come to my attention. Particularly would it be of interest to learn 
these weights in Germany, because with their high diabetic mor- 
tality and their small number of Jewish people, one must seek for 
a reason for this large percentage of diabetics. Personally I think 
that there are probably 300,000 diabetics in Germany and I noted 
that in this estimate several of the younger, in contrast to the older, 
German physicians largely concerned with diabetics acquiesced. 


Recently Fetter, Durkin and Duncan and also Newburgh have 
written on the favorable effect of reduction of weight in diabetes 
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in middle life. It is true that the latter even uses the word “cure” 
when the weight is reduced. I confess I do not for an instant think 
that his patients were cured and to me the facts which he presents 
do not substantiate his conclusions. On the other hand, I do feel 
that Dr. Newburgh has given a fresh stimulus to the original work 
of Frederick M. Allen in 1914 in that he has pointed out the ex- 
traordinarily favorable effect of reduction of weight and under- 
nutrition in the treatment of diabetes. This summer in my wander- 
ings around Europe I saw diabetics splendidly treated in many 
places, but I did gather the impression that our European friends 
had never grasped what we here in the United States so thoroughly 
learned, although at times with sorrow, that to starve a patient, 
particularly a child, might save his life. 

The health movement in Germany is splendid. I understand that 
within two years each German is to have a complete health examina- 
tion including X-ray and tests of the urine. Everyone will agree 
this is desirable. We should recognize that here. Our 600,000 
diabetics should be utilized to push forward health examinations 
in their own families. In this way we should reach a considerable 
percentage of the inhabitants of the United States. Diabetics must 
be taught to keep their relatives healthy. All our studies hitherto 
on heredity and on the influence of obesity focus upon this point. 
Already we tell diabetics to protect themselves against complica- 
tions, but we should do far more. We should employ these 600,000 
medically inclined diabetic insurance agents to bring health to 
millions of Americans. When a doctor sees a diabetic he should 
hunt for the other diabetics in that family and should make it his 
business to promote the protection of all the relatives of his patient. 


Dr. ScHotz—Thank you, Dr. Joslin! 


Dr. Johnson and Dr. Short have some concluding remarks. Is 
Dr. Johnson present? If not, Dr. Short has something to say. 


Dr. SHort—Gentlemen, I want to say that Dr. Johnson and I 
consider it a privilege to have the opportunity of presenting to you 
the results of our little study on glucose tolerance in relation to 
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weight and age. I would like to make a few preliminary remarks 
to show you the limitations of our study. 

This was not a clinical study of diabetes. This was a study made 
upon insurance policyholders for the most part who were apparently 
in good health. They were overweight, except for the control group. 
Consequently, we were not able to go into some of the things that 
Dr. Joslin has suggested to us here this morning, and yet there 
are certain features that he has suggested which I think can be 
studied at greater length. 

We have not called these patients diabetics ; we have referred to 
them as cases of impaired tolerance where we found abnormal 
glucose tolerance curves. 


Dr. ScHotz—Dr. Minot, when I requested him to prepare a 
thesis for this meeting, explained that on account of so very many 
medical and other matters he had to attend to before November 
he could not possibly take the time, etc. to prepare a thesis, but most 
generously suggested that if Claude E. Forkner, M. D., would pre- 
pare a thesis he (Dr. Minot) would discuss it. I immediately called 
upon Dr. Forkner, who prepared a thesis about which I have 
received most favorable comments. Anything Dr. Forkner pro- 
duces is authoritative and well worthwhile. He is the author of 
many articles relating to his specialty, the author of several books, 
and at present, in addition to other honors, is Assistant Professor 
of Clinical: Medicine, Cornell University Medical School. Previous 
to accepting that position, for about five years he was Honorary 
Lecturer in Medicine, Peiping Union Medical College, Peiping, 
China. 

I feel we are greatly indebted to Dr. Forkner for his participa- 
tion in our program. Before the discussion of his thesis he will 
make some comments and exhibit some slides. 
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AN ATTEMPT TO CONSOLIDATE AND 
TO CLARIFY PRESENT VIEWS CON- 
CERNING THE ANEMIAS AND THE 
HEMORRHAGIC DISORDERS 


By CraupeE E. Forxner, M. D. 


Assistant Professor of Clinical Medicine, Cornell University 
Medical College; and Assistant Attending Physician, 
New York Hospital 


During the last twenty or thirty years the field of hematology 
has tended to develop into a speciality with a complicated termin- 
ology and with elaborate methods of study. Much new knowledge 
has been added, but most of the hematologic disorders are still 
poorly understood with regard to their etiology and satisfactory 
treatment. 

The object of this paper is to acquaint the internist who has 
not been intimately in touch with the field of hematology with 
some of the newer knowledge in this field, particularly with regard 
to fitting the newer knowledge and terminology into a rational 
classification. For the present discussion the anemias and the 
hemorrhagic disorders will be considered. 


THe ANEMIAS 


By far the commonest disorder of the blood is anemia which 
may be due to a variety of causes. Before proceding to a further 
discussion of anemia I think it will be well to review what is meant 
by some of the newer terms in the literature. A number of 
workers, particularly Haden!*?, Osgood‘, and Wintrobe®*? have 
extended the earlier observations of Capps*® and have classified 
anemias on the basis of measurements of the volume, thickness, 
hemoglobin content, and hemoglobin concentration of erythrocytes. 
Out of this work there has developed a new series of indices to sup- 
plement and replace the older “color index”. Thus it is common to 
read about the “mean corpuscular volume”, “mean corpuscu- 
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lar hemoglobin”, “mean corpuscular hemoglobin concentration”, 
“volume index”, “saturation index”, “thickness index”, etc. 

These various indices can be best explained by means of the 
accompanying table (Table I) which describes the methods for 
their calculation and shows the average normal values and the 
range of normal variation. The red blood corpuscle count, hemo- 
globin value and hematocrit are necessary to determine these 
indices. The hematocrit is the volume of packed red blood cells 
expressed in per cent. and is obtained by centrifuging at high 
speed a sample of blood containing an anticoagulant until the 
volume of red corpuscles has reached a constant. Hemoglobin 
should be expressed in grams per 100 cc. of blood as is done with 
other chemical constituents of the blood. It is a deplorable fact 
that throughout this and other countries various clinics have 
selected different values as equivalents to 100 per cent. of hemo- 
globin. Hence, with a given sample of blood the per cent. of 
hemoglobin and the values depending on this calculation, namely 
the color index and the saturation index, will differ depending on 
whether the determinations are done in Boston, London, or New 
York. Because of these inconsistencies there is a gradual but 
progressive tendency to express hemoglobin values directly in 
grams. For the same reasons the color index and the saturation 
index are becoming less popular. For these values the more precise 
measurements of mean corpuscular volume, mean corpuscular 
hemoglobin, and mean corpuscular hemoglobin concentration are 
being substituted to replace their less satisfactory equivalents. 

Color Index. The color index is calculated in the manner shown 
in the table and expresses, on the basis of arbitrary standards, a 
relationship between the amount of hemoglobin and the number 
of red corpuscles. 

Volume Index. This expresses the average volume of red cor- 
puscles in relation to an arbitrary standard. 

Saturation Index. This expresses the degree of saturation of 
red corpuscles with hemoglobin in relation to arbitrary normal 
standards. 

Mean Corpuscular Volume. This is the mean volume of the 
red cell expressed in cubic microns. It is a direct measurement 
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without reference to any arbitrary values. It is a more reliable 
and accurate index of the size of cells than is obtainable by 
measuring the diameters of cells, as in constructing a Price-Jones 
frequency curve. 

Mean Corpuscular Hemoglobin. This, as the name implies, ex- 
presses directly in micro-micrograms the mean hemoglobin value 
in the red blood cell without reference to any arbitrary standards. 


Mean Corpuscular Hemoglobin Concentration. This value ex- 
presses in per cent. the concentration of hemoglobin in the red 
corpuscle. In other words, it tells what per cent. of the corpuscle 
is hemoglobin. 


Mean Corpuscular Diameter. This value is obtained by direct 
measurement of a large number of erythrocytes in a flat plane as 
was originally described by Price-Jones!®. This is an essential 
factor for the calculation of the mean corpuscular average thickness. 

Mean Corpuscular Average Thickness. The normal red cor- 
puscle has the shape of a biconcave disc. Thus, the thickness 
varies at different points. The value is calculated according to the 
formula given in the table (Table I), and it is expressed in microns. 
It is of particular interest in the study of acholuric jaundice in 
which there is a congenital defect in the red corpuscle which causes 
its average thickness to be increased. 

It will be clear from a survey of the above indices that much 
has been learned about the physical characteristics of red corpuscles 
and this information has been employed profitably in the study 
of anemias of various types. Thus, an anemia in which the mean 
corpuscular volume is increased above the normal range is re- 
garded as a macrocytic anemia, whereas if the mean corpuscular 
volume is decreased the anemia may be spoken of as microcytic. 
If the mean corpuscular hemoglobin is decreased this indicates 
that the cells are either small or that they are deficient in concen- 
tration of hemoglobin. If the mean corpuscular hemoglobin con- 
centration is decreased one may speak of a hypochromic anemia. 
Thus, one may have according to the calculated values any one of 
a number of possibilities such as normocytic (M.C.V. normal) 
normochromic (M.C.H. and M.C.H.C. normal) anemia, micro- 
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cytic (M.C.V. low) hypochromic (M.C.H. low) anemia, macrocy- 
tic (M.C.V. high) hyperchromic (M.C.H. high and M.C.H.C. 
normal or high) anemia, etc. 

These measurements not only have an academic interest but 
are of great practical value because they point toward the establish- 
ment of a proper diagnosis and indicate what sort of treatment is 
likely to be beneficial. Thus, we have learned that the macrocytic 
anemias, such as those of Addisonian pernicious anemia, sprue, 
celiac disease, and macrocytic anemia of the tropics are benefitted 
by the administration of liver, stomach, kidney, and extracts of 
these organs. Microcytic anemias, such as those due to loss of 
blood or insufficient available iron, are treated effectively by means 
of the administration of iron, whereas normocytic normochromic 
anemias as a rule are not benefitted greatly by either of these 
agents. 

Although a classification of anemias on the basis of measure- 
ments of the size and hemoglobin content of the erythrocytes is 
useful, yet it does not suffice for all clinical problems and is best 
used as an adjunct to a clinical classification. The classification 
shown in the table (Table II) attempts to correlate and consoli- 
date the etiologic, physiologic, pathologic, hematologic, and thera- 
peutic factors, and thereby to clarify this rather complex and 
involved subject. It is not sufficient to merely ascertain that 
anemia is present and then to prescribe a proprietary medicine con- 
taining iron, liver, and perhaps a half-dozen vitamins. Present 
knowledge demands a more careful analysis of each case and an 
understanding of the character and mechanism of the anemia if 
rational treatment is to be employed and if advance in knowledge 
is to be made. 

It will be noted from the table that the thirty odd disease states 
associated with anemia are classified into five groups depending 
on the general aspects of their etiology. These five groups are 
further divided on the basis of more specific etiologic factors. 
The table is largely self-explanatory and needs no further com- 
ment. Some of the anemias are distinctly rare and are included 
merely for the sake of completeness. 
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THe HeEmMorrHAGIC DISEASES 


Another group of disorders of the blood which frequently con- 
fuses the practicing physician comprises those conditions which 
come under the general catagory of the hemorrhagic diseases. In 
spite of extensive studies relatively little is known about this group 
of disorders. It has been proposed that they be classified on the 
basis of the number of blood platelets present. Such a classifi- 
cation is helpful to some extent, but is not entirely satisfactory 
since so many other factors than those of the quantitative number 
of platelets are operative. Likewise to separate the bleeding dis- 
orders on the basis of qualitative defects in the platelets is un- 
satisfactory because so little is known about such defects. Some 
workers have been inclined to regard many of the hemorrhagic 
disorders as due to defects in the blood vessels, particularly the 
capillaries, but except in scurvy and in telangiectasia no such de- 
fects have been demonstrated satisfactorily. Neither can one make 
a satisfactory classification of the hemorrhagic disorders on the 
basis of defects in the bone-marrow or spleen because too little is 
known about the structure and function of these organs in such 
diseases. Obviously a thoroughly satisfactory classification must 
be postponed until better fundamental information with regard 
to the bleeding tendency is known. Hence, we are forced to adopt 
a purely clinical classification such as that shown in the accompany- 
ing table (Table III). There are listed eighteen disease states 
which are associated with the hemorrhagic tendency. It will be 
noted that many of the columns of the table contain the word 
unknown indicating the lack of knowledge concerning important 
factors. Many of the diseases enumerated are distinctly rare, and 
hence may not be encountered or recognized by the physician 
unfamiliar with their manifestations. 


Essential Thrombocytopenic Purpura (Werlhof’s Disease) oc- 
curs at all ages, is rare in infancy, is fairly common in children 
and young adults, especially in girls. The disease may be acute 
(about 20 per cent. of cases) or chronic, and spontaneous re- 
missions often occur. Purpura occurs irregularly over the body, 
and hemorrhages into and from the mucous membranes are com- 
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mon. It is rare for the spleen to be very large, but often there is 
some slight enlargement. There is little known about the bone- 
marrow since the data available is contradictory. The disease is 
difficult to differentiate from subleukemic (aleukemic) leukemia 
and from aplastic anemia. Detailed study of the patient and of 
the blood usually reveals the correct diagnosis. Splenectomy usually 
brings about a cure of the symptoms of the disease, although re- 
lapses are not uncommon. Critical judgment is essential in order 
to decide on the optimum time for operation and on the proper 
pre-operative preparation. Other features of the disease are pre- 
sented in the table. 

Symptomatic Purpura—Perhaps the commonest type of purpura 
is that seen in association with and as secondary to a rather large 
number of other diseases (symptomatic purpura). In these the 
blood platelets may be decreased, normal, or increased and often no 
satisfactory explanation of the mechanism of the hemorrhagic ten- 
dency is apparent. The bleeding may be into and from the mucous 
membranes as well as into the skin. The bone-marrow may be 
hypoplastic, normal, or hyperplastic. Little is known concerning the 
detailed histology of the marrow. The prognosis depends on the 
nature of the origin of the purpura and the treatment is that of the 
underlying disease. 

Purpura Fulminans is extremely rare and occurs chiefly in 
children of both sexes. It is not to be confused with acute essential 
thrombocytopenic purpura. It is characterized by very large 
symmetrical ecchymoses which are found on the skin. These areas 
may resemble gangrenous patches. Bleeding into or from the 
mucous membranes does not occur. Death is usual within a few 
days. 

Familial or non-familial recurrent hemorrhage or epistaxis with- 
out telangiectasia has been reported in both sexes by a number of 
investigations. The blood platelets may be slightly or moderately 
decreased and the bleeding time somewhat prolonged. 

Hereditary Hemorrhagic Telangiectasia (Rendu-Osler-Weber 
Disease) is not a very rare disease. The telangiectases may be of 
three varieties, the so-called pin-point lesions often seen on the 
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skin of the hands and face, the spider-angiomas, and the nodular 
vascular tumors. The lesions occur also on the mucous membranes 
and in the internal organs. They may be responsible for hemorrhages 
anywhere in the respiratory or alimentary tracts. Bleeding from 
the urinary tract is common and cases associated with cerebral 
hemorrhage and retinal hemorrhage have been reported. The disease 
occurs in and is transmitted by both sexes. Frequently the disease 
is misdiagnosed and is thought to be nephritis, peptic ulcer, pul- 
monary tuberculosis, or so-called subclinical scurvy. 

Anaphylactoid Purpura (Henoch’s and Schénlein’s Purpura) 
is a fairly common disease and often is found in patients with an 
allergic tendency. In some cases particular foods may be associated 
with the disorder but in the majority no specific factor can be 
implicated. The hemorrhages may occur into the joints (Schén- 
lein’s purpura) or from the gastro-intestinal tract (Henoch’s 
purpura) as well as into the skin and mucous membranes. Re- 
missions and relapses are common. The disease occurs in both 
sexes and at any age. There are no characteristic changes in the 
blood. No anatomical changes in the blood vessels have been 
demonstrated as an explanation of the bleeding although the disease 
is commonly considered as a disorder of the capillaries. 

Purpura Simplex is a condition in which there is purpura, but 
nothing else. No abnormalities of the blood or of the bleeding or 
clotting functions have been demonstrated. Purpuric spots usually 
are small and usually occur on the extremities. 

Orthostatic and Mechanical Purpura occurs rarely and is poorly 
understood. It occurs on dependent portions of the body or as the 
result of occlusion of venous circulation. It is rarely of any con- 
sequence. Some of the cases are probably mild forms of essential 
thrombocytopenic purpura or of anaphylactoid purpura. 

Purpura associated with vitanun deficiencies. Lack of adequate 
amounts of vitamin C as in scurvy is a classical cause of purpura 
and ecchymoses. Recently vitamin P, a derivative of the vitamin 
C complex, has been isolated. Its lack in animals has been asso- 
ciated with the bleeding tendency, but no proof has been forth- 
coming that vitamin P is essential to prevent purpura in man. 
Its administration has been thought to cause improvement in cases 
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of anaphylactoid purpura and in hemorrhagic nephritis. Vitamin 
K has been shown to be essential for the clotting mechanism in 
fowls and has been used successfully in combination with bile slats 
to combat the hemorrhagic tendency associated with jaundice caused 
by obstruction of the bile passages in man. 

Purpura associated with endocrine disorders. David"! has re- 
ported a number of cases of bleeding from the mucous membranes 
and into the skin only in women. The condition often resulted in 
death. He believed it was due to ovarian deficiency. Other similar 
reports have appeared although a thorough understanding of the 
disease is not yet available. Cases of a different type have been 
described in which purpura has accompanied or replaced menstrua- 
tion. 

Purpura associated with neurologic disorders. Instances of 
purpura are recorded in which severe fright has appeared to be 
the inciting cause. Also purpura is sometimes associated with 
neuralgias, multiple sclerosis, tabes dorsalis, and with herpes zoster. 
In some cases of purpura anatomic changes in the spinal cord have 
been demonstrated and thought to be related. 

Hemophilia needs little comment here since its dramatic story 
is so well known. This hereditary disease, which for all practical 
purposes, occurs only in males and is transmitted only by females, 
is still poorly understood. The chief trouble lies in the clotting 
mechanism, which appears to be a prothrombin defect. Recently 
it has been demonstrated that dried beef globulin when applied 
directly to a bleeding wound of a hemophiliac patient brings about 
rapid coagulation of the blood. Frequently it is stated dogmatically 
in text books that the bleeding time in hemophilia is normal. This 
is sometimes true, but often the bleeding time is moderately or 
greatly prolonged. 

Pseudo-hemophilia (fibrinopenia). A few cases have been re- 
ported of excessive bruising and profuse bleeding from cuts and 
slight trauma in which the only demonstrable abnormality has 
been a decrease in fibrinogen. Such cases apparently closely re- 
semble hemophilia. It occurs in both sexes. 

Pseudo-hemophilia hepatica is a hemorrhagic tendency asso- 
ciated with destruction of liver tissue as in acute yellow atrophy, 
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yellow fever, Weil’s disease, and poisoning with phosphorus, chloro- 
form, and arsenic. The bleeding is probably due to lessened or 
defective production of fibrinogen. Hemorrhages may be in the 
form of ecchymoses, purpura, or bleeding into the internal organs. 
The administration of bile salts with vitamin K is useful in restor- 
ing the clotting function. Intravenous injections of calcium salts 
and administration of large doses of vitamin D have also been 
employed with a measure of success. 


Constitutional Thrombopathy (hereditary pseudo-hemophilia). 
This is a disease described by von Willebrand??13 which is heredi- 
tary and occurs in both sexes. It is characterized by a tendency 
to bleed, a prolonged bleeding time, a normal coagulation time, 
normal blood platelets, and efficient clot retraction. The common 
bleeding sites are from the gums, nose, and the uterus although 
bleeding into joints, the gastro-intestinal tract, and urinary tract 
have been described. 

Hemorrhagic Thrombasthenia is also a hereditary disorder 
occurring in males and females. It was described by Glanzmann* 
and is characterized by purpura and bleeding from trivial injuries. 
The bleeding time is prolonged, the coagulation time is normal, 
but there is a failure of clot retraction. It was suggested by Glanz- 
mann that the platelets although normal or only slightly reduced 
in number were defective in their function. 

Hemorrliagic Disease of the New Born is a serious disorder 
occurring during the first week of extrauterine life in about one 
out of every four hundred births and with a mortality of about 
eight per cent. The disorder is characterized by a prolonged bleed- 
ing time. The hemorrhage is commonly from the gastro-intestinal 
tract and less commonly from the umbilicus, urethra, vagina, or 
mucous membranes. In a few cases there may be bleeding into 
the suprarenals, peritoneal cavity, or the subcapsular area of the 
liver and spleen. Immediate blood transfusion or the intramuscu- 
lar injection of blood is of great value. 

Bruising tendency. A relatively common condition particularly 
in women is the tendency for bruising following trivial injury. The 
disorder has been studied inadequately. 
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SUMMARY 


The above sketchy presentation largely in the form of tables has 
been presented in order that you may become more familiar with 
various aspects of the two commonest types of hematologic dis- 
orders—the anemias and the hemorrhagic diseases. An attempt 
has been made to correlate the clinical features of the disorders 
with the etiologic, physiologic, pathologic, and therapeutic factors. 
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bo 
SOON AWD we 


Dr. ScHotz—After many years of intense research of the 
anemias, Dr. Forkner has today produced a new classification of 
the anemias which will be recognized by his colleagues as an original 
contribution and which I am certain will stand for many years. 
This is the second original contribution this body has had in the 
last two days. Thank you very much, sir! 

Dr. Bowman has made several valuable contributions to our 
medical literature, and in 1936 he was made Chairman of the 
Ontario Medical Association to investigate the incidence and cause 
of degenerative diseases. In his lectures he has held to clinical 
medicine, and because of his great interest in the anemias and his 
excellent qualification to speak thereon I know we will have much 
profit from his discussion of Dr. Forkner’s thesis. 





Dr. BowmMan—I assure you, Gentlemen, that Dr. Scholz, in 
asking me to discuss Dr. Forkner’s paper, has given me a very 
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difficult task. Such an exposition as this makes one realize his own 
limited knowledge and induces a humble spirit. 

Dr. Minot’s presence with us today I am sure is appreciated by 
everyone here, and I should like at the outset of these remarks to 
pay tribute to his wonderful work. The Medical Profession has 
its mountain peaks, and he is really one of them, and will not be 
forgotten in history. 

At the time when many of us studied medicine, hematology was 
in its infancy. A red blood count, a leucocyte count a rough haemo- 
globin estimation, and a differential count, were deemed sufficient 
and satisfactory. Counting of platelets was considered a bit fan- 
tastic. Today we see a multitude of tests with a new exactitude, 
and the development of a new science. Dr. Forkner needs high 
praise for his interesting classification of anemias and haemorrhagic 
conditions. While medical directors cannot hope to become hema- 
tologists, such a classification of an extremely complex subject is 
very gratifying and helpful to them. It reveals to us a vision of 
new work in progress. Further, it will be valuable as a reference 
when we meet, as we inevitably will, irregular or rare cases. It 
is most important in our underwriting decisions that our actions 
agree with the best clinical knowledge of the day. Finally, it will 
stimulate us to follow more closely and more understandingly the 
new developments in this subject. 


PerNnrcious ANEMIA As AN UNDERWRITING PROBLEM 


The number of people who die from this condition annually in 
the United States is from 4,000 to 6,000; therefore, it is not a 
large underwriting problem, but, nevertheless, presents some quite 
interesting points. Due to the marvelous improvements in treat- 
ment, the outlook in this condition has been reversed from almost 
certain death within two years to at least a reasonable old age. 
Many of these cases are now dying of other conditions, such as 
apoplexy, malignancy, or motor accident, and are listed as such in 
our vital statistics. It is evident this will cause an apparent fall in 
the incidence of the disease, whereas the true incidence may be 
quite unchanged, but hidden. 
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It is interesting to examine the geographic distribution of this 
condition. Table I shows a high incidence in Ontario, Minnesota, 
and Wisconsin, where fair, Nordic types of people predominate. 
Its rarity among negroes explains the low figures for the Southern 
States!. Perhaps the difference between Ontario and Quebec may 
be explained by the fact that the French of Quebec are a darker 






































TABLE I 
PERNICIOUS ANEMIA DEATHS PER 100,000 POPULATION 
Canada United States of America 
(1921-1936) (1925-1930) 

Prince Edward Island.............. 8.9 New Hampshire «.............2....... 7.2 
Nova Scotia oes) Wisconsin V2 
New Brunswick ...............-00-c0. 6.3 Minnesota 7.6 
Quebec rea Sf et he LE) '<cy ¢-  aeae 4.9 
Ontario 11.0 Indiana 5:2 
Manitoba 57 Virginia 23 
Saskatchewan a. <.s02 sc c.ccccc..- 3.54 Florida 2.9 
Alberta 4.0 Alabama 1.4 
British Columbia ..................-.-. 55 Mississippi 9 

AU Rtates 19029 aoe scceces 5.8 

PN UES rh otf LOX | ( 333 


type than the English, Irish, and Scotch of Ontario. The rate, 
however, in Ontario is so outstandingly high that one almost sus- 
pects some local factor. 

In Table II, taken from the latest figures of the Metropolitan 
Life Insurance experience? and covering 17 million policyholders, 
the rarity among negroes is at once evident. Its presence among 
them at all may be explained by the dash of white blood in the 
mulatto. 

One notes the fact that females are more frequently affected 
than males, and that it is a disease of middle and old age, the ma- 
jority of the deaths occurring after age 55. The marked fall in 
death rate since 1925 is apparent, coinciding with the discovery of 
the present treatment. 


The fact that these cases are now going to old age increases their 
seriousness to insurance companies who offer disability insurance. 
We find from experience that many of these cases have some 
definite neurologic changes. The numbness and tingling in the 








Discussion—Anemias, Hemorrhagic Disorders 275 


TABLE II 
PERNICIOUS ANEMIA DEATH RATE PER 100,000 
METROPOLITAN INDUSTRIAL POLICYHOLDERS 1921-1935 


Males White Females White 
Ages 1921-1985 19381-1935 1921-1925 1921-1935 1931-1985 1921-1925 
LC 7c\7/- eee 2.4 1.9 2.8 3.3 2.1 4.5 
ZB tO Staves Ba 4 65 12 0.6 1.8 
Sn tO ee 1.9 1.0 3.0 30 1.6 52 
ADO ION eccccecc 4.6 3.0 6.4 7.2 3.9 10.1 
59 1004 -= 12.0 9.5 14.3 15.4 9.3 21.4 
O0itO74ea 20.2 18.2 18.2 24.4 19.6 27.5 
Males Colored Females Colored 
Ages 1921-1985 1981-1935 1921-1925 1921-1935 1931-1985 1921-1925 
dito s 1a Bl 1.0 1.5 1.4 1.6 
VAY tc), 0.5 0.4 1.0 0. A) 1.0 
Kis (ce | ee 0.8 0.4 0.7 2.0 2.1 22 
A5 tod)... 25 24 ol 35 2.4 4.4 
55 tod ccc 4.7 5.6 27 4.0 4.8 35 
65407 Feces 7.9 11.5 27 5.5 6.4 6.0 


hands and feet is a typical symptom, and other cord changes are 
usually seen in varying degree. Combined with this is the fact 
that they have lost step with life, due to a prolonged illness. Their 
doctors advise rest to maintain equilibrium; in consequence, we 
pay them disability year after year. I have in mind a case where 
we finally decided for a period of six months to supplement this 
man’s income by paying for adequate liver treatment which he 
was not getting. His physician cooperated loyally, and sent us 
regular reports and blood counts. When he seemed able to work, 
his employer informed us that there was a steady, healthy man in 
his place, and he did not wish to displace this man for our policy- 
holder, whom he, the employer, deemed an uncertain quantity. Sad 
to relate, our experiment was not a success and we are still paying 
disability. 

The improvement in these cases and the keeping of their blood 
at high, satisfactory levels depends on adequate treatment, and it 
is only recently that the full value of liver treatment is becoming 
utilized by the Profession as a whole. The parenteral use of ex- 
tracts by the intramuscular route is a great advance. Is it not 
possible that the Government should supply this material free to 
people of moderate or poor circumstances, just as insulin is sup- 
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plied at present? To take the purely selfish viewpoint, we, as Life 
Insurance Companies, would certainly be the gainers and, there- 
fore, should support any such movement. 

Pernicious anemia has a distinctly hereditary tendency, and this 
seems to be coupled with achlorhydria, which is always present 
in these cases. Wilkinson® has published a very interesting study 
of 125 families who had two or more cases of pernicious anemia, 
51 families in which pernicious anemia and achlorhydria existed 
simultaneously, and 14 families where achlorhydria was found 
without anemia. He concludes that there is a very strong hereditary 
factor, and feels that this is a diminution or predisposition to such 
in the gastric secretory functions. H. M. Conner,* of Mayo’s, in 
a resumé of this subject, concludes that, on the average, 10% of 
the general population has achlorhydria. His study of blood rela- 
tives of pernicious anemia cases revealed the fact that 25.9% had 
achlorhydria. Because of this linking of these two factors, it 
seems reasonable that there is a distinct danger that some cases 
of achlorhydria will develop Addisonian anemia, and, therefore, 
in underwriting such cases, a moderate extra rating might be im- 
posed where this condition is found. 

In underwriting a case which has had a vague history of anemia, 
one should always attempt to obtain the attending physician’s 
report, with blood counts and diagnosis. One should definitely try 
to develop the cause of the anemia. The family history should be 
scanned for the evidence of heredity. Achlorhydria as a history 
or on examination should likewise be a “stop, look and listen”’ sign, 
demanding as complete an investigation as possible. An applicant 
for life insurance who has an achlorhydria or a family history of 
pernicious anemia, or both, should be looked upon as one of a 
group who will develop this disease more often than the general 
population. 

In Table II of Dr. Forkner’s paper, the group of anemias due 
to chronic haemorrhage are often important in underwriting. 
Women are very subject to this type of anemia due to uterine 
haemorrhage from various causes. Haemorrhoids, rectal carcinoma, 
peptic ulcer, prostatic conditions, etc., are all found in this group. 
In general, one should feel that a history of anemia in a man is 
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apt to be more serious than the same history in a woman. For 
underwriting purposes it presents a distinctly more dangerous 
problem. 

In this same Table there is a large group of microcytic and 
hypochromic anemias. These occur in chlorosis, undernutrition, 
the anemias associated with chronic diseases, such as tuberculosis, 
hookworm disease or colitis, and the anemia of repeated preg- 
nancies. We are apt, in our simple and semi-scientific minds, to 
cling to the term “secondary anemia”. In a way it is a very help- 
ful term for underwriting purposes, for it postulates a cause of 
the anemia, and it is important to us to enquire for this cause 
diligently, for so often the longevity of the applicant is dependent 
on the underlying disease. The Medical Impairment Study of 
1930 found a mortality of 133% + 19 in 4,060 cases of “anemia 
or chlorosis” accepted for insurance. This remarkably good ex- 
perience, considering the seriousness of the impairment, can 
probably be explained by the great care in selection this group 
undoubtedly had. It is interesting to note there were 314 times 
the normal deaths from tuberculosis. 

Following this thought, I should like to present Table III, which 
shows a study I made of 843 cases of tuberculosis on first admission 
to Queen Alexandra Sanatorium. 9% showed a severe anemia 
(under 60% ), 30% showed a marked anemia (60 to 69%), 31% 


TABLE III 


HEMOGLOBIN ESTIMATION OF 843 CASES OF 
TUBERCULOSIS ON FIRST ADMISSION 
TO SANATORIUM 


Up to 59% 60 to 69% 70 to 79% 80 to 89% 90 to 100% 
9% 30% 31% 24% 6% 
Method—Dare, standardized to 6 gms. hemoglobin per 100 cc. 


showed a mild anemia (70 to 79%) and 30% had a normal haemo- 
globin (80 to 100%). Braverman,® in the American Review of 
Tuberculosis just published (October, 1938), in a study of 406 
cases of pulmonary tuberculosis on admission, found 46% pre- 
senting a definite anemia. This was based on the estimation of the 
mean corpuscular haemoglobin. He stated the most common types 
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of anemia encountered were hypochromias or microcytoses. It 
seems fairly evident that tuberculosis is one of the conditions which 
should be thought of when a case presents signs or history of 
anemia. 

To sum up—a careful underwriting should allow us to obtain a 
reasonable mortality in those cases presenting this condition. The 
M.I.S. experience previously quoted bears this out. 

In the second part of Dr. Forkner’s paper, dealing with the 
haemorrhagic diatheses, it is important for us as underwriters to 
know the prognosis in these various conditions. It is apparent we 
are treading on very dangerous ground. We must understand the 
heredity of haemophilia, knowing that sons of male bleeders are 
never affected, and daughters of male or female bleeders are only 
carriers and therefore safely insurable. Babies with a history of 
haemorrhage of the new-born after a reasonable interval have 
undoubtedly recovered and could be considered for insurance. In 
Essential Thrombocytopenic Purpura, a splenectomy may have 
been done and the patient reported as cured, but we know from 
experience the serious recurrences that are seen and the uncertain 
future of these cases. Purpura, associated with vitamine de- 
ficiencies such as scurvy, are undoubtedly rare, but do occur. I 
happen to have seen a case this month, who was a member of a 
family which, because of poverty, had been living almost exclu- 
sively on bread and peanut butter. Some of the haemorrhagic 
conditions mentioned by Dr. Forkner are luckily rare, and will 
not likely be underwriting problems to us. 

In closing, may I again emphasize the value of Dr. Forkner’s 
paper in making it possible for us to arrange our ideas about this 
extremely complex subject. He has brought order of mental chaos 
I am sure for many here today. 
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Dr. ScHotz—When a medical man is interested in a blood 
disease, he immediately studies some of the scientific work which 
Dr. Minot has given to the world. Indeed, were Dr. Minot a con- 
temporary of Sir Joshua Reynolds, I am certain the Doctor would 
have inspired his statement—“If you have genius, industry will 
improve it; if you have none, industry will supply its place”. 

As you know, Dr. Minot and two of his colleagues were awarded 
the Nobel Prize, December, 1934. In addition to this, Dr. Minot 
has received the following degrees—A. B., S. D. and F. R. C. P. 
(Edinburgh and London) ; he is Professor of Medicine, Harvard 
University ; Director, Thorndike Memorial Laboratory ; and Visit- 
ing Physician, Boston City Hospital. 

Through conditions beyond control, Dr. Minot is not here to 
discuss Dr. Forkner’s paper, but has sent his discussion, which 
I will ask Dr. R. R. Simmons to read. 


Dr. Stmmons—I regret that it is not possible for me to be 
present to discuss Dr. Forkner’s well stated communication which 
I have had the pleasure of reading. I thank Dr. Scholz for asking 
me to send him a few remarks to read in discussion of Dr. Forkner’s 
paper. 

The descriptive discipline of nosography—the painting of accu- 
rate pictures of disease—and the classification of disorders to 
which man is subject are useful guides to prevent experimental 
procedures from going astray and to further our understanding 
of how to act wisely for the best interests of patients. Etiological 
classifications are the most valuable for they point the way to 
treatment. Description of disease in toto is more important than 
the delineation of some aspect dependent on a laboratory pro- 
cedure. Because an anemia is defined as a condition in which red 
cells are larger than normal it does not mean that it will vanish 
under liver therapy. It is apparent that there is more than one 
way for macrocytosis to arise. Liver extract can banish the macro- 
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cytic anemias due to deficiency of this material in the body proper, 
but it will not affect those not dependent on this cause; for example, 
the macrocytic anemia associated with chronic aplastic anemia, 
many cases of liver disease or scurvy. 

The use of various names in describing iron deficiency has led 
to confusion. This condition, resulting in hypochromic anemia, is 
prone to arise when the demands for iron are greater than usual, 
as during growth, adolescence, and pregnancy, and also when 
iron is lost from the body, as occurs from recurrent loss of blood 
which is frequently due to slight excess of menstrual flow. The 
additional effect of an inhibiting factor, such as infection, and the 
effect of altered regular controlled absorption of iron from the 
gastro-intestinal tract likewise play their roles in intensifying the 
disorder. The simple anemia of infancy and childhood, chlorosis, 
the hypochromic anemia of pregnancy, so-called idiopathic hypo- 
chromic anemia, and anemia of chronic blood loss all can be 
attributed to iron deficiency and corrected by supplying the de- 
ficient element. Other factors may contribute to the nosographical 
picture, such as a deficiency of some portion of the vitamin B 
complex, but iron in proper doses will cure the anemia. 


The decision that a given case is due to deficiency of a nutri- 
tional factor indicates in large part the correct treatment. One 
must attempt to determine, however, the exact reasons for the 
deficiency. Such information affects prognosis and treatment. 
For example :—If a macrocytic anemia is due to lack of extrinsic 
factor, cure can be expected if after liver treatment the patient 
partakes of a proper diet. On the other hand, if it is due to a 
permanent failure of secretion of gastric intrinsic factor, as in 
Addisonian pernicious anemia, liver therapy continued throughout 
life should allow the patient to be permanently alleviated. All 
aspects of a patient and his case must always be considered and 
recognition given to the fact that more than one precise mechanism 
is apt to be operative in a given case of anemia. It is also im- 
portant to appreciate that the amount of material necessary to 
cause the disappearance of the anemia may be much less, or even 
of a different sort, than that required to banish or prevent the 
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development or progress of other associated disorders, such as 
nerve manifestations in pernicious anemia. 

In spite of the increasing number of procedures for the study 
of patients with anemia the most important single examination is 
the intelligent study of the three formed elements of the blood— 
the red cells, white cells, and platelets—as seen in a well prepared 
and stained blood film. 

Our knowledge regarding the etiology of the hemorrhagic 
diseases is scant. Among cases of thrombopenic purpura one should 
be alert to detect those due to drugs such as sedormid. The num- 
ber of such cases has increased in recent years. Withdrawal of 
the drug is usually curative even when the condition is severe. 
The fact that normally the blood platelets often decrease at the 
onset of menstruation and regain their previous level a few days 
later allows one to understand why occasionally cases of inter- 
mittent purpura hemorrhagica may occur in association with the 
menstrual period. 

Basic information regarding the etiology of hemorrhagic dis- 
orders must come in the future. With the progress of knowledge 
let us never forget that the practice of prevention is the ultimate 
goal of the physician. 


Dr. ScHotz—Thank you very much, Dr. Simmons! 
Dr. Forkner do you wish to take a few minutes for some 
comments ? . 


Dr. ForKNER—I will mention just one or two things, but first 
of all, I think perhaps I did not make it quite clear that anemia, so 
far as estimating what the hazards are, perhaps in curing a patient, 
anemia of slight grade may be made quite as important as a very 
severe anemia in that it may be an indication of some underlying 
condition, so that I believe that a mild degree of anemia demands 
thorough investigation and study just as much as a severe grade 
of anemia. 

With regard to the anemia of tuberculosis, I think that that factor 
is even more important than it appears because in any condition 
which interferes with the oxygenization of the blood, there is a 
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tendency for polycythemia, an increase of the blood cells. In 
other words, any condition which interferes with the lungs or the 
trachea tends to produce a polycythemia. That is why one ordinarily 
does not see in tuberculosis, even though it is of severe grade and 
in the terminal state, as a rule, severe anemia. A slight anemia 
occurs as a result of the general toxicity and undernutrition, and 
because of the tendency which is present in pulmonary tubercu- 
losis for an actual increase, a compensatory increase, in order that 
sufficient oxygen may be produced, anemia which occurs in pul- 
monary tuberculosis is more significant than it actually appears. 

I wish to thank Dr. Bowman for his comments and also Dr. 
Scholz and Dr. Minot. 


* * * * *K * 


Dr. ScHotz—We had planned to adjourn promptly at 1:30 
but we will require only about 20 minutes more. Dr. Ungerleider 
is responsible for the exhibit we had and he has a beautiful film 
to show us, which will require 14 to 16 minutes. 


Dr. UNGERLEIDER—First of all let me extend my thanks to all 
those companies who contributed to the Scientific exhibit and I 
feel, for the purpose of the record, that their names should be 
included in the Transactions. The following companies have par- 
ticipated in this exhibit :— 

Aetna Life Insurance Company 

American United Life Insurance Company 
Central Life Assurance Society 

The Equitable Life Assurance Society of the United States 
Equitable Life Insurance Company of Iowa 
The Fidelity Mutual Life Insurance Company 
The Lincoln National Life Insurance Company 
The Manufacturers Life Insurance Company 
Metropolitan Life Insurance Company 

The Mutual Benefit Life Insurance Company 
The Mutual Life Insurance Company 

New York Life Insurance Company 
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The Northwestern Mutual Life Insurance Company 
Pacific Mutual Life Insurance Company 

The Penn Mutual Life Insurance Company 
Phoenix Mutual Life Insurance Company 
Provident Mutual Life Insurance Company 

The Prudential Insurance Company 

Security Mutual Life Insurance Company 

State Mutual Life Insurance Company 

Sun Life Assurance Company 

The Union Central Life Insurance Company 


For the past two years as you know, we have had a moving 
picture of physiologic subjects and this one is a picture of histo- 
pathology. Again, I want to warn you that this picture has nothing 
to do with underwriting but I thought you gentlemen would be 
interested in some of the advances in the other fields. This par- 
ticular one was made at the Carnegie Institute and was borrowed 
through the kind offices of Sharpe and Dohme. It shows cancer 
cell mytosis. 


(Two films were then shown.) 


Dr. ScHotz—Thank you very much, Dr. Ungerleider! 
There is one item of business and I wish you would be kind 
enough to give Dr. Daley your attention. 


Dr. DaLtey—Mr. President and Gentlemen: I think you have 
all seen the remarkable scientific exhibit which has been assembled 
at a great deal of expense and with a great deal of thought and 
time and talent placed on it. We never had as good an exhibit as 
we have right now. 

The suggestion has been made that this be kept together. If it 
is once disassembled, it cannot be brought together again. It has 
been suggested that this exhibit be sent as an exhibit of the Asso- 
ciation of Life Insurance Medical Directors to the next meeting of 
the American Medical Association. I would like to make a motion 
to that effect, and I would also like to add to the motion that this 
matter be referred as to its advisability, with power to act, to a 
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committee and I suggest the following committee:—Dr. Cragin 
- with whose work you are all familiar, Dr. Fellows and Dr. Unger- 
leider. 


Dr. ScHoLz—You have all heard the motion. Is there a second? 
(The motion was seconded. ) 


Dr. ScHotz—I think there is no question that the motion does 
not require discussion. I do want to announce that three of our 
national organizations have requested portions of that exhibit for 
their exhibit. 

(This motion was put to a vote and carried unanimously. ) 


Dr. ScHotz—Except for the induction of the new President, I 
think we have nothing else before the meeting. 


Dr. MuHLBERG—May I offer a resolution? Mr. President and 
Members of the Association: On behalf of the members of this 
Association, I wish to present a motion of appreciation and thanks 
to Dr. Samuel B. Scholz, who has given us one of the most note- 
worthy meetings in the history of this Association. We are grate- 
ful to him, not only for this very instructive and interesting climax 
to the year that he has been President, but also for his prompt 
and efficient handling of the numerous problems which arose during 
his tenure of office. I feel that I express what is in the mind of 
every one of you when I offer this resolution: 

RESOLVED: That this Association extend its gratitude and 
appreciation for the very able manner in which Dr. Scholz has 
conducted his office as President, as well as for the excellent quality 
and interesting variety of the subjects presented and elucidated 
at this meeting. 

Mr. President, if I may temporarily usurp the functions of your 
office, I will ask the members to approve this resolution by a rising 
vote. 


(The members arose and applauded.) 
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Dr. ScHotz—As I told you, it was a momentous occasion when 
I was elected President of this organization. As I said yesterday, 
no higher honor could come to anyone in life insurance medicine. 
I am deeply grateful for your kindly expressions and I sincerely 
thank you. 
is 2. * * 


Dr. ScHotz—This Forty-ninth Annual Meeting of the Asso- 
ciation of Life Insurance Medical Directors has had the largest 
attendance in the history of this organization, and is practically 
concluded. We are all of the opinion that the participants in our 
program have gone beyond any reasonable expectation in the time 
they have devoted to the preparation of their theses as they have 
been presented ; that the discussers have distinguished themselves ; 
and that the exhibit has been the best this Association has ever 
had. We are very much indebted to Dr. Ungerleider for his tire- 
less work on this detail. Personally, I feel deeply indebted to you 
all for your interest, time and courtesy, and I know from the many 
favorable comments I have received that the feeling is shared by all. 

As the President of this Association I have one more duty and 
a very pleasant one to perform: The introduction of our new 
President. The Association is to be congratulated on electing Dr. 
Henry W. Cook as President. 

He has been outstanding in the contributions he has made to 
life insurance medicine and is, I believe, the first one of our mem- 
bers to do any research; I am correct, I believe, in stating that he 
is the first American to do any research in blood pressures. One 
of his first manuscripts on blood pressures was published in 1904 
and his deductions then, were they read today, would be recognized 
as correct. 

In requesting you to take the Chair, Dr. Cook, may I personally 
give you my very hearty congratulations and my every good wish, 
and tell you that we know you will further the interests of life 
insurance medicine and clinical medicine by arranging for closer 
coordination and cooperation between life insurance medicine and 
clinical medicine. Dr. Cook! 

(The audience arose and applauded.) 
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Dr. Cook—Thank you very much! In accepting the gavel just 
for a moment at the close of the meeting, as a gracious gesture of 
welcome by the retiring President, I merely want to express my 
very deep appreciation and gratitude for the honor conferred by 
the presidency of this organization. 

I can only hope that with your cooperation and assistance, I 
can attempt to carry on as best I may this year the high tradition 
that has been handed down to us by Dr. Scholz and his distinguished 
predecessors. 

:* +2 ae 


Whereupon as there was no other business before the Associa- 
tion, the meeting was adjourned. 
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During the past year nine members of our Association have 
died. 

The following testimonials to their memory have been prepared 
by representatives of the Association: 


DR. WALTER CHANNING BAILEY 
1871-1938 


Dr. Walter Channing Bailey was born in Somerville, Massa- 
chusetts, October 8, 1871. He graduated from Harvard College 
in 1894, and from Harvard Medical School in 1898. After a 
years’ interneship in the Childrens Hospital, Boston, and another 
year in Europe he began private practice, associated with the late 
Dr. Vincent Y. Bowditch, in Boston. From the beginning he was 
interested in diseases of the chest and especially in pulmonary 
tuberculosis. In January, 1913, he was appointed a member of 
the Massachusetts Tuberculosis Commission, which had charge 
of the State Tuberculosis Hospitals. A few months later he was 
elected Chairman of the Board. This position he held until July, 
1917, when he became Medical Director of Foreign Missions for 
the National Red Cross, at Washington, D. C. In June, 1918, 
he went to France for the Rockefeller Foundation. On arrival 
he was made Medical Director of the Department of the Rhone, 
for the Rockefeller Foundation and the American Red Cross, with 
headquarters at Lyons. 

Information about his activities in Europe is scanty, (due chiefly 
to his modesty). He was for a time in charge of a hospital for 
tubercular soldiers in Southern France. A newspaper item March 
12, 1919, stated that Dr. Bailey, head of the American Red Cross 
Mission to Poland, had arrived in Prague with a special relief 
train of twenty-five cars of foodstuffs, hospital supplies and 
clothing. Premier Paderewski adjourned a cabinet session to 
welcome the Mission. He was also in Russia for a short time and 
after the close of the war his family joined him in Switzerland, 
where they remained for a few years. 
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Dr. Bailey was appointed Medical Examiner for the New 
England Mutual Life Insurance Company in 1902, and served 
several years. After returning from Europe the family lived in 
Cambridge and in February, 1924, he became Assistant Medical 
Director of this Company which position he filled for thirteen 
years, when he retired because of impaired health. He was elected 
to membership in the Medical Directors’ Association in 1924. 

While on a visit in Barnard, Vermont, death came July 30, 
1938, following a cerebral hemorrhage. 

Dr. Bailey married Ruth Perkins in 1908. Mrs. Bailey, two 
sons, and two daughters survive. 

A long-time member of the American Climatological Associa- 
tion, Dr. Bailey’s interest in tuberculosis problems continued to 
the end of his life. In later years the question of rehabilitation 
of those whose disease had become “arrested” claimed his atten- 
tion. His wide experience and his striking personality, which in- 
spired confidence both in patients and fellow members of various 
boards, were highly appreciated and valued assets. 


DR. HOMER GAGE 
1861-1938 


It is with deep regret that we report the death on July 3, 1938, 
of Dr. Homer Gage, a former Medical Director of the State 
Mutual Life Assurance Company, of Worcester, Massachusetts, 
and a member and former ‘President of The Association of Life 
Insurance Medical Directors of America. 

Dr. Gage was born in Worcester on October 18, 1861. He re- 
ceived his preliminary education in the local public schools. Gradu- 
ating from Harvard University in 1882 and from Harvard Medical 
School in 1887, Dr. Gage began practice in Worcester the next 
year, and he was one ‘of New England’s foremost surgeons when 
he gave up active practice in 1923. He served for many years as 
visiting surgeon at three Worcester hospitals. He was a Fellow 
of the American Surgical Association; a Fellow of the New 
England Surgical Association and a Fellow of the American 
College of Surgeons. 
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In 1904, Dr. Gage was elected a Director of the State Mutual 
Life Assurance Company, in which capacity he served until his 
death. He was appointed Assistant Medical Director of the Com- 
pany in 1908, and in 1912 became Medical Director, which posi- 
tion he held until 1924, when he retired from medical practice, 
although serving in an advisory capacity as Medical Referee until 
1934. 

Since his appointment as Assistant Medical Director, Dr. Gage 
had been a member of the Association of Life Insurance Medical 
Directors of America and had served as President in 1916 and 
1917. His father, Dr. T. H. Gage, was one of the original mem- 
bers of the association. 

Dr. Gage, long identified with Worcester civic movements and 
exceedingly active since his retirement from his medical practice 
several years ago, was President of the nationally known Crompton 
and Knowles Loom Works at the time of his death. 

Since 1921 he had been President of the Worcester Golden 
Rule Fund; also a director of the First National Bank and the 
Old Colony Trust Company of Boston and the Worcester County 
Trust Company, as well as a trustee of the Worcester County 
Institution for Savings. 

Dr. Gage’s interests in education were broad. He was on the 
Board of Trustees of the Worcester Polytechnic Institute, and 
its Treasurer in 1911. He was also a member of the Board of 
Overseers of Harvard University between 1921 and 1934. To- 
gether with Mrs. Gage, he was largely responsible after the War 
for raising the funds to build a dormitory for American students 
at the Cite Universitaire in Paris, a subsidiary of the University 
of Paris. For this work, Dr. Gage received the medal of the Legion 
of Honor and in 1930 was promoted to the rank of Commander. 


DR. ANGIER BAILEY HOBBS 
1864-1938 


It is with great regret that we report the loss of one of our 
best beloved members emeritus, Dr. Angier Bailey Hobbs, who 
passed to his reward on July 24, 1938. 
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Dr. Hobbs, a descendant of the pioneers who first built New- 
buryport, New Hampshire, about 1680, was born in Houston, 
Texas, on March 2, 1864, the son of Angier March and Emma 
Angell Johnson Hobbs. His school days were spent in Washing- 
ton, D. C., where his father was an official in the Government 
Land Office. 

Dr. Hobbs graduated from Princeton University in 1884, fifth 
in his class and from the Columbia University College of Physi- 
cians and Surgeons in 1889, third in his class. He later studied 
at the University of Edinburgh in Scotland. For a time he prac- 
ticed internal medicine in New York and was attending physician 
at the Roosevelt Hospital and at the Vanderbilt Clinic. 

In 1902 he entered the service of the New York Life In- 
surance Company as Home Office examiner and was later appointed 
Medical Referee of Japan. In 1913 he became Medical Super- 
visor of the Company; in 1920 Assistant Medical Director; and 
in 1924 he became Medical Director, which position he retained 
until July, 1932, when he retired on account of ill health. 

His service in behalf of the Association of Life Insurance Medi- 
cal Directors was very great. He acted as Editor of the Proceed- 
ings in 1917 and 1918; as Secretary of the Association 1918 to 
1923; as Vice President 1923 to 1925; and as President 1925 to 
1926. 

Dr. Hobbs was highly regarded by all who knew him. His 
gentleness of character and his kindliness to all, made him a uni- 
versal favorite both in his practice and amongst his associates at 
the Home Office and in the field. We all regret the passing of a 
great and a good man. 


DR. DONALD C. HOFFMAN 
1899-1938 


Dr. Donald C. Hoffman, Assistant Medical Director of the 
Metropolitan Life Insurance Company, died April 21, 1938, at 
his home in Rye, New York. He had been associated with the 
Metropolitan Life Insurance Company since 1932. He was 39 
years of age and was born in Madison County, Indiana, and obtained 
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his early education in the City of Anderson, Indiana. He entered 
De Pauw University and was graduated from that institution in 
1922 with honors, following which he entered Harvard Medical 
School and received his medical degree cum laude in 1926. 

Shortly after, he was selected as an interne on the Harvard 
Teaching Service in the Boston City Hospital where he remained 
until 1928. From 1928 to 1930 he was connected with the Rocke- 
feller Institute for Medical Research in New York, and in 1930 
he became Director of the Clinical Laboratories at the Boston City 
Hospital and was Assistant in Medicine on the Staff of Harvard 
Medical School. From 1933 to the date of his death, Dr. Hoffman 
was Assistant Medical Director of the Metropolitan Life Insurance 
Company. 

He was married in November, 1926, to Catherine M. Honey. 

As a member of the Medical Department, Dr. Hoffman was 
untiring in his devotion to his work and his special training made 
him invaluable for his judgment and knowledge of medical problems 
connected with medical underwriting. Modest, rather retiring, 
always friendly, a splendid companion, the Medical Division has 
lost a valued member. 


DR. ROSS HUSTON 
1882-1938 


Ross Huston, Vice-President and Medical Director of the 
Bankers Life Insurance Co., Des Moines, Iowa, laid down this 
life May 2nd, 1938, at 9:30 P. M. He had had coronary trouble 
for a six year period, the final illness lasting five days. Surviving 
him are his wife, Eleanor, his son John, one sister and four brothers. 

Ross Huston was born March 3lst, 1882, in Blandinsville, Illi- 
nois; his father, John Huston of Scotch-Irish stock, born in the 
same neighborhood. His mother, Allie Lovett, of English-German 
stock, was born in Ohio and moved to Blandinsville when five or 
six years old. Following the usual grade and high school educa- 
tion, Ross Huston went to Drake University and then to the Illinois 
Medical College, a department of the University of Illinois, where 
he graduated in 1907. Following interneship at Washington Blvd. 
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Hospital, Ross went to Des Moines and engaged himself in private 
practice. In 1915 he joined the Medical Department of the Bankers 
Life, and at the death of Dr. Frank J. Will, then medical director, 
Ross became his successor. He was given directorship in the com- 
pany in 1926, and vice-presidency in 1934. Keenly interested in 
the progress of insurance medicine, Ross served on the board of 
managers of the Medical Section of the American Life Conven- 
tion from 1925 to 1928, in which latter year he was chairman. 
He was a valued member of the executive council of the Associa- 
tion of Life Insurance Medical Directors for a fourteen year period, 
since 1924. 

Preeminent as Ross was in his life’s work, memory of him will 
linger longest as a devout christian, a devoted family man, and a 
true friend. His clear understanding of human nature gave him a 
rare sympathy that tied his friends closely to him. Few medical 
directors have had so many personal friends among the agency 
force of their company. 


MILTON T. McCARTY, M. D. 
1873-1938 


Milton T. McCarty, Medical Director of Peoples Life Insurance 
Company, of Frankfort, Indiana, was born near Burlington, 
Carroll County, Indiana, December 30th, 1873, and died at Frank- 
fort, Indiana, April 1st, 1938. 

Dr. McCarty attended Indiana University where he graduated 
with A. B. Degree. Later he taught school in his home community. 
He entered the College of Physicians and Surgeons at Indianapolis, 
Indiana, in 1898, and graduated from this school in 1902. Soon 
after graduation he was elected State Senator from Clinton and 
Carroll Counties. Then he practised for a short time in Rossville, 
Indiana, being a very successful practitioner of medicine. Being 
ambitious he moved to Frankfort, Indiana, where he helped organize 
the Peoples Life Insurance Company in 1906. He was continuously 
associated with that Company until his death. He was made Medical 
Director of the Peoples Life Insurance in 1907, when it became a 
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legal reserve company. This position he served faithfully until his 
death April Ist, 1938. 

All who knew Dr. McCarty knew him as a high class, Christian 
gentleman in every respect. His friends, family and the Company 
have suffered a distinct loss in his passing. 


DR. WILLIAM WHEELOCK QUINLAN 
1867-1938 


Dr. William Wheelock Quinlan, former Assistant Medical 
Director of The Mutual Life Insurance Company of New York, 
died suddenly on September 24, 1938, at Chicago, Illinois. 

Dr. Quinlan was born in Lake Forest, Illinois, on August 10, 
1867. He was graduated from the College of Physicians and 
Surgeons, Columbia University, New York City in 1891, and on 
May 8, 1899, he became associated with The Mutual Life In- 
surance Company in Chicago, as a Medical Examiner. On June 1, 
1906, he assumed the duties of Medical Referee for the Chicago 
Agency and on March 25, 1929, he was made Assistant Medical 
Director. On June 4, 1937, at the age of 70, he retired from 
active service. ' 

Dr. Quinlan was highly regarded by his associates in Chicago, 
and the Home Office Staff because of his splendid record as an 
Examiner and for his executive ability. His service to the Com- 
pany was marked by unwavering courtesy and loyalty. 


DR. CHARLES LOUIS RUDASILL 
1890-1938 


Dr. Charles Louis Rudasill, Medical Director of The Life In- 
surance Company of Virginia, died in Richmond on January 13, 
1938. A native of Madison County, Virginia, he was born in 
1890, son of the late Charles Meade Rudasill and Henrietta Lar- 
kins Rudasill. 

As a youth Dr. Rudasill was a pupil in the private schools of 
his native county and later attended the Locust Dale Academy 
where he graduated in 1910. He pursued his professional studies 
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at the Medical College of Virginia, graduating in the class of 1914. 
During 1914 and 1915 he served as interne in the Stuart Circle 
Hospital, following which he entered the practice of Medicine in 
Richmond. 

Dr. Rudasill was associated with the medical department of 
The Life Insurance Company of Virginia continuously from 1916 
to the time of his death, except for the period of his World War 
service. He was commissioned a First Lieutenant in the Medical 
Corps of the United States Army and was assigned to duty in 
October, 1917, with Base Hospital No. 9, at Chateauvoux, France. 
He served until the close of the war and then returned to Rich- 
mond to resume his work with the insurance company. In 1922 
he was appointed Assistant Medical Director and Medical Director 
in 1925. Dr. Rudasill was a member of the Richmond Academy 
of Medicine, the Medical Society of Virginia, the American 
Medical Association and was regularly an interested attendant 
of the meetings of this Association. 

Dr. Rudasill was a thorough student of medical underwriting, 
fully imbued with the spirit of medical lore and the best qualities 
of ethical business practices. With a composed unassuming per- 
sonality, he was essentially a lover of his home and family, but 
nevertheless found opportunity to become an ardent golfer. 

He is survived by his wife, Mrs. Aline Beville Rudasill, and two 
sons, Charles Louis Rudasill, Jr., and Meade Harrison Rudasill. 


DR. CHARLES D. WHEELER 
1865-1938 


Dr. Charles D. Wheeler, who had been connected with the State 
Mutual Life Assurance Company, of Worcester, Massachusetts, 
for thirty-three years, died on May 7. 

A native of Worcester, Dr. Wheeler was born on November 9, 
1865. He graduated from Williams College in 1888 and then 
entered Harvard Medical School, from which he received his degree 
of Doctor of Medicine in 1892. Following his graduation, he 
visited hospitals and universities in America and abroad, beginning 
practice in Worcester in 1893. He was consulting surgeon at the 
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Worcester City Hospital for many years and actively interested 
in several other medical institutions and societies. He was a 
member of the Massachusetts State Medical Association, the 
American Medical Association, the Association of Life Insurance 
Medical Directors, and a Fellow of the American College of 
Surgeons. During the World War period, he was a member of 
the Federal Advisory Board and prominent in many of the drives 
and financial, humanitarian and medical movements of that time. 

In 1905, Dr. Wheeler became associated with the State Mutual 
Life Assurance Company as medical examiner. Seven years later 
he was appointed Assistant Medical Director, and in 1924 he was 
made Medical Director, which position he held until 1935, when 
he became Medical Referee. Dr. Wheeler continued his active 
association with the Company until his death. 
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James Campbell, M. D. Hartford, Conn. 


Willard B. Carpenter, M. D. Columbus, Ohio 
Frank W. Chapin, M. D. New York City 
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